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The Annual Report of drug-related deaths in the United Kingdom and the six-monthly 
surveillance report published by the national programme on Substance Abuse Deaths (np-SAD) 
is used as an indicator of the extent and nature of drug problems and misuse, and makes a 
contribution towards the prevention of substance abuse problems. 

The Programme could not achieve its goals and objectives without the collaboration and co¬ 
operation of coroners and their officers. It is important to recognise that their collaboration has 
been on a voluntary basis and it is the fundamental reason for its success. We would like to 
thank them all for their active participation. 

I am particularly pleased to report on continuing participation with coroners in Northern Ireland, 
Guernsey, Jersey and the Isle of Man, as well as with the procurator fiscal for Dumbarton in 
Scotland. Their contributions are precious as we aim to maintain a UK-wide reporting system. 
We are also grateful to Graham Jackson of the General Register Office for Scotland (GROS) for 
giving permission to reproduce the GROS paper on “Drug-related deaths in Scotland in 2004”. 
We commend their excellent work. 

The findings seem to indicate a further decrease in drug-related deaths in Great Britain as a 
whole. Whilst this is good news, which may well be the result of both the drug misuse monitoring 
and prevention initiatives promoted and carried out in the last few years, there was a rise in 
Scotland in 2004. Therefore, further vigilance and constant monitoring of the drug-related 
fatalities situation is essential. 

As in previous years, the data and analysis in this report is intended to inform authorities at the 
local, regional and national levels, as well as health professionals and the general public, about 
the serious consequences of drug abuse. The report provides also a number of indicators of 
drug abuse patterns, trends and early warnings on emerging drug problems so that appropriate 
and timely action can be taken. 

We would like to thank the Department of Health for their support for this very important 
research programme, and commissioning work such as the forthcoming 5-year trend analysis. 


Professor A. Hamid Ghodse 
Director 

International Centre for Drug Policy 
St George’s, University of London 
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Key points 


Annual Report January - December 2004 

♦ Notifications of 1,372 drug-related deaths occurring in 2004 were received by the 
Programme. A total of 106 coroners from 120 jurisdictions in England & Wales, as well 
as from the Channel Islands and Isle of Man, together with one Procurator Fiscal from 
Scotland, submitted information. The total number of drug-related deaths (DRDs) 
reported in 2004 indicates a decrease of about 8% over the same period for 2003. 

♦ The demographic profile remains consistent with previous reports. The majority of cases 
were males (72%) and under the age of 45 years (73%). 

♦ Fifty-six percent of cases died from accidental poisoning. This is an increase of five 
percentage points compared to the previous year. The proportion of intentional self¬ 
poisoning cases remained stable, at 35% in 2004. 

♦ Opiates/opioids (i.e. heroin/morphine; methadone; other opiates/opioid analgesics), 
alone or in combination with other drugs, accounted for the majority (68%) of fatalities. 

♦ Heroin/morphine alone or in combination with other drugs, accounted for the highest 
proportion (46%) of fatalities, an increase over the 2003 level of 40%. 

♦ The highest rates of DRDs per 100,000 population aged 16 and over in 2004 were in 
Brighton & Hove (21.8); Liverpool (15.8); Jersey (12.5); Blackpool & the Fylde (11.1); 
and Dumbarton (10.5). Of these five areas, only Liverpool showed a significant increase 
over 2003 (up from 7.4). 

♦ The following jurisdictions reported significantly lower rates per 100,000 population aged 
16 and over than in the previous year: Manchester (-90%); Boston & Spalding (-78%); 
East Lancashire (-43%); Dumbarton (-29%); and Brighton & Hove (-14%). 

♦ The following jurisdictions reported significantly higher rates per 100,000 population 
aged 16 & over than in the previous year: Central Hampshire (+550%); South 
Northumberland (+310%); Central & South East Kent (+238%); and North Tyneside 
(+260%). 

♦ The following perceptible changes were also observed: 

- An increase of about six percentage points in the proportion of cases involving 
heroin/morphine 

- A decrease of about two percentage points in the proportion of cases involving other 
opiates/opioid analgesics 

- A decrease of about three percentage points in the proportion of cases involving 
hypnotics/sedatives 
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This report is the sixth in the series of 
annual reports (Ghodse et al, 2000, 2001, 
2002, 2003, 2004) published by the national 
programme on Substance Abuse Deaths 
(np-SAD). 

The first part of the report takes the form of 
an annual review of information (including 
nil returns) received from coroners in 
England & Wales, Northern Ireland, the Isle 
of Man and Channel Islands, as well as the 
procurator fiscal for Dumbarton on drug- 
related deaths that actually occurred in 
2004. Notifications of 1,372 deaths during 
this period were received. A total of 106 out 
of 120 (88%) jurisdictions in England & 
Wales, as well as coroners in Guernsey, 
Jersey and Isle of Man, and one Procurator 
Fiscal in Scotland contributed data for this 
part of report. Since the time lapse 
between the date of death and the 
conclusion of inquest varies considerably 
from case to case, there will undoubtedly be 
further deaths in 2004 that are not covered 
by this report, and from additional coroners. 
However, these cases will be analysed in 
future reports. 

The second part of the report relates to the 
surveillance period July to December 2004, 
which has not been published previously. 
These figures reflect inquests on drug- 
related deaths reported to np-SAD during 
that period and may include deaths that 
actually occurred outside that period. A 
further 168 inquest reports were received 
after publication of the fifth Annual Report 
(2004) on deaths that occurred during 2003 
(Ghodse et al, 2004). These cases are also 
briefly analysed. In order to provide 
continuity with previous np-SAD 
surveillance reports, changes in the semi¬ 
annual death rates since January 2002 are 
also highlighted (see Annex AR3. 

A paper on the issue of drug-related deaths 
in Scotland in 2004 issued by the General 
Register Office for Scotland (GROS, 2005) 
is included as Annex AR4. Data from this 
paper are incorporated in some of the 
analysis in the Annual Report so as to give 
comprehensive data for Great Britain (i.e. 
excluding Northern Ireland). 

There are two main types of source in the 
UK for regular information on 'acute' drug- 
related deaths (DRDs): three General 
Mortality Registers (GMRs) and one Special 
Mortality Register (the np-SAD). The GMRs 
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are the General Register Offices for 
England & Wales, Scotland, and Northern 
Ireland. Essentially, the mortality data 
recorded by these Offices are derived from 
medical death certificates. In England, 
Wales and Scotland some supplementary 
information is provided. No detailed 
information is passed to them on toxicology, 
e.g. levels of drugs and/or alcohol found in 
body tissues, blood or urine. Post mortem 
reports are not provided to the GMRs. 
Special drug poisoning databases have 
been established by the GMR for England & 
Wales and the GMR for Scotland. These 
government agencies publish annual 
statistics on DRDs. The GMR in Northern 
Ireland does not currently publish 
information on such cases. 

In England, the Department of Health (DH) 
has lead responsibility for the Government’s 
Action Plan to reduce drug-related deaths. 
Since publication of the Action Plan, efforts 
have been focussed on improving the 
surveillance and monitoring of drug misuse; 
improving prescribing treatment; and 
guidance to drug users and treatment 
providers on limiting the risks of overdose. 
The information and guidance for health 
professionals, service providers and users 
can be accessed on the NTA website at 
http://www.nta.nhs.uk/publications/reducinq 

deaths . 

In Scotland, the Scottish Executive has 
responsibility for drug issues. It expects to 
publish an action plan on drug-related 
deaths later in 2005. This will take into 
consideration the recently published reports 
on the National Investigation into Drug 
Related Deaths (Zador et al, 2005) and the 
recommendations for action from the Drug 
Related Deaths Working Group of the 
Scottish Advisory Committee on Drug 
Misuse (SACDM, 2005) - see below for 
further details. The Executive is also 
funding a First Aid Project (and an 
associated DVD) to train drug users, their 
families/friends and service providers in first 
aid techniques and to raise awareness of 
the key issues related to overdose, as well 
as a “Know the Score ” awareness-raising 
campaign about the dangers of heroin. 

In Wales, the Community Safety Unit within 
the Welsh Assembly Government has 
responsibility for implementing the 
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Assembly’s 8 year substance misuse 
strategy, Tackling Substance Misuse in 
Wales: A Partnership Approach, launched 
in April 2000. The strategy covers illegal 
drugs, alcohol, prescription and over-the- 
counter medication, and volatile 
substances. One of its key aims is: 
protecting families and communities from 
the problems associated with substance 
misuse. The Government Action Plan to 
reduce drug-related deaths, mentioned 
above, also extends to Wales. 

Northern Ireland has its own five-year drug 
misuse strategy, which was launched in 
1999. It embraces the main aims and 
objectives of the UK Government's drugs 
strategy, Tackling Drugs to Build a Better 
Britain. At a national level, the Department 
of Health, Social Services and Public Safety 
(DHSSPS) provide strategic focus, while the 
Central Co-ordinating Group for Action 
Against Drugs (CCGAAD) monitors the 
progress of the strategy. The Strategy 
document can be viewed at: 
http://www.nics.gov.uk/drugs/pubs/strat.pdf . 

As part of the development process of the 
New Strategic Direction for Drugs and 
Alcohol in Northern Ireland, the Drug and 
Alcohol Strategy Team is currently 
encouraging and promoting the formulation 
of long-term aims and intended outcomes. 
This is to cover the period 2006 - 2011. In 
order to inform this process the team is 
asking all those with an interest in and/or a 
responsibility for drug and alcohol-related 
issues to participate in a pre-consultation 
exercise due to last until mid-September 
2005. 

In recent years there have been interesting 
developments in all parts of the UK, as well 
as internationally, highlighting the increased 
need for surveillance of drug-related deaths 
in particular and drug-related mortality in 
general. These are outlined in the next 
section. 

Overview of the most recent 
studies on mortality in drug 
addicts 

Several recent international studies on 
mortality in drug addicts have provided 
examples on how these studies may play a 
role in informing treatment provision. 


North American studies 

Maxwell et al (2005) analysed the causes of 
deaths of 766 patients who died while in 
methadone treatment in Texas between 
1994 and 2002. Compared with deaths in 
the general population of Texas, deaths of 
clients in methadone treatment were 4.6 
times more likely to be from a drug 
overdose, 3.4 times more likely to be from 
liver disease, 1.7 times more likely to be 
from a respiratory disease, 1.5 times more 
likely to be from a homicide and 1.4 times 
more likely to be from AIDS, but less likely 
to be from suicide, motor vehicle accidents, 
cardiovascular diseases or cancer. The 
average time in treatment was 43.3 months; 
mean daily dose of methadone was 
77.3mg; number of days/month dosed in the 
clinic was 13.9. Given these rates, the 
scope of services should include on-site 
treatment for other medical conditions and 
staff should be educated about and give 
advice about the risk of death to new 
patients. 

Australian and Asian studies 

Degenhardt et al (2005a) took advantage of 
a unique event, the Australian heroin 
shortage, to see whether an abrupt, 
substantial and sustained change in heroin 
supply had different effects on harms 
related to heroin use among younger and 
older heroin users. They found that a 
reduction in heroin supply was followed by 
greater reductions in heroin-related harms 
among younger than older people, across a 
number of outcome domains. 

Woods et a/(2005) examined heroin-related 
deaths that occurred during 2004 in the 
Australian state of Victoria. After a 
considerable increase in 1999 (n = 359) and 
2000 (n = 331), heroin-related deaths fell by 
86% in 2001 (n= 50). However, this was 
followed by a doubling of such deaths in 
2003 (n = 117) and 2004 (n = 120). The 
majority of heroin-related deaths in Victoria 
involve males (80%); males having a 
median age of 34 years and females 33 
years (range 14-63 years). A large 
proportion (about 50%) of heroin-related 
deceased from 1991 to 2004 were 
unemployed. Between 1999 and 2004 
about 64% of heroin cases tested positive 
to antibodies for hepatitis C. Whilst the 
proportion of heroin-related deaths out of all 
drug-related deaths correlates well with the 
total number of heroin deaths, the number 
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of non heroin-related deaths has fallen 
gradually over the period 2000-2004. 
During this period as a whole, 
benzodiazepines were found in 60% of 
deaths involving heroin use. Alcohol in 
found in 31% of all cases and morphine 
alone in 20%. The prevalence of morphine 
use alone doubled from 16% in 2002 to 
32% in 2003. 

Degenhardt et at (2005b) examined the 
characteristics of deaths in Australia where 
opioids, cocaine or amphetamines were 
mentioned, taking into account changes in 
the use and availability of these drugs in 
recent years. Data were analysed from the 
Australian Bureau of Statistics and Causes 
of Death dataset between 1997 and 2002 
on all deaths in which cocaine, 
amphetamines or opioids were mentioned. 
Compared with opioid-related deaths, they 
identified small numbers of deaths related 
to psychostimulants. Accidental drug- 
induced deaths accounted for the majority 
of deaths in which these drugs were 
mentioned, although some sizeable 
numbers of drug-related deaths were 
attributed to suicide. 

Darke et at (2005) assessed the 
demographic characteristics, circumstances 
of death, toxicological results, and major 
autopsy findings of cocaine-related 
fatalities. They inspected the coronial 
records of all cocaine-related deaths that 
occurred in New South Wales, Australia 
between 1 January 1993 and 31 December 
2002, identifying 146 cases. Cocaine was 
implicated in the direct cause of death in 
86% of cases, an antecedent cause in 8% 
and a significant condition contributing to 
death in 7%. The mean age of decedents 
was 34.1 years, and 84% were male. The 
predominant route of administration was 
injection (86%), however nasal (8%), oral 
(3%), smoking (1%), and anal (1%) 
administration were all recorded. Decedents 
had consumed 3.5 drugs on average, with 
morphine (79%) the most common co¬ 
occurring drug. In 5% of cases cocaine was 
the sole drug detected. Cardiac pathology 
was noted in 57% of cases, most commonly 
coronary artery atherosclerosis (39%) and 
cardiac hypertrophy (14%). In 15% of cases 
moderate to severe arterial occlusion was 
noted. Cerebrovascular pathology was 
noted in 22% of cases. 

Dolan et at (2005) examined the long-term 
impact of methadone maintenance 
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treatment (MMT) on mortality, re¬ 
incarceration and hepatitis C 
seroconversion in imprisoned male heroin 
users. The study cohort comprised 382 
imprisoned male heroin users who had 
participated in a randomised controlled trial 
of prison-based MMT in 1997/8. Subjects 
were followed-up between 1998 and 2002 
either in the general community or in prison. 
There were no deaths recorded while 
subjects were enrolled in MMT. Seventeen 
subjects died while out of MMT, 
representing an untreated mortality rate of 
2.0 per 100 person-years. Re-incarceration 
risk was lowest during MMT episodes of 8 
months or longer, although MMT periods 2 
months or less were associated with 
greatest risk of re-incarceration. Increased 
risk of hepatitis C seroconversion was 
significantly associated with MMT episodes 
less than 5 months. Subjects were at 
greatest risk of MMT dropout during short 
prison sentences of 1 month or less. They 
concluded that prison-based MMT 
programmes are integral to the continuity of 
treatment needed to ensure optimal 
outcomes for individual and public health. 

Zhang et at (2005) studied the mortality 
among injecting drug users (IDUs) from an 
IDU cohort in Liangshan of Sichuan 
province (China). In November 2002, 376 
injecting drug users were recruited and 
followed up for 1 year as part of a 
prospective cohort study. Out of the original 
cohort of 376 participants, there were 28 
reported and confirmed deaths during the 
one year follow-up period. The mortality rate 
of the cohort was 77.32 per 1000 person- 
years with the standardised mortality ratio 
(SMR) as 47.62. Out of the 28 deaths, 
64.3% (18/28) was caused by drug 
overdoses. 

European studies 

Pelet et at (2005), using Public Health 
Service data, studied the demographic and 
clinical characteristics of 1,782 patients 
enrolled in methadone maintenance 
treatment (MMT) during 2001 in the Swiss 
canton of Vaud, comparing their findings 
with the results of a previous study from 
1976 to 1986. In 2001, most patients 
(76.9%) were treated in general practice. 
Mortality was low in this MMT population 
(1% p.a.). While patient age and sex 
profiles were similar to those found in the 
earlier study, they observed a substantial 
increase in the number of patients and the 
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number of practitioners treating MMT 
patients, probably reflecting the low- 
threshold governmental policies and the 
creation of specialised centres. 

Rehm et al (2005) aimed at assessing the 
mortality of participants in heroin-assisted 
treatment in Switzerland over a 7-year 
period from 1994 to 2000, and to compare 
this mortality to the general population and 
to other populations of opioid users reported 
in the literature. Over the 7-year period, the 
crude death rate of patients in heroin- 
assisted treatment, and including one 
month after discharge from treatment, was 
1% p.a. The standardised mortality ratio 
(SMR) for the entire observation period was 
9.7, with females having higher SMRs than 
males. Mortality in heroin-assisted 
treatment was low compared to the 
mortality rate of Swiss opioid users 1990s 
(estimated to be between 2.5 and 3%). It 
was also low compared to mortality rates of 
opioid users in other maintenance 
treatments in other countries, as reported in 
the literature. The SMR was also lower than 
that reported in the only meta-analysis in 
the literature: 13.2. The low mortality rate is 
all the more noteworthy as heroin-assisted 
treatment in Switzerland included only 
refractory (i.e. unyielding to treatment) 
opioid addicts with existing severe somatic 
and/or mental problems. 

Sorensen et al (2005) compared the 
mortality over a 15-year period of people 
with a history of opioid dependence that had 
achieved stable abstinence with the 
mortality associated with continued drug 
use. In 1984, 188 persons with a history of 
intravenous narcotics addiction were 
interviewed about their drug-use pattern. A 
registry-based follow-up continued through 
1999 and mortality was assessed. Three 
1984-drug-use categories were formed. In 
category 1, cohort members had achieved 
stable abstinence from drug use by 1984. 
Using Cox multiple regression analysis, 
they estimated reduced mortality of 
category 1 drug users. About 32% had died 
during the 15-year follow-up. The 15-year 
mortality rate associated with stable 
abstinence was reduced by 56% when 
compared with the perceived worst drug- 
use pattern. It was concluded that people 
who had achieved stable abstinence from 
injecting narcotics use were at lower risk of 
premature death than people with continued 
drug use. A residual observed excess 
mortality in people who had apparently 


achieved stable abstinence from drug use is 
consistent with the view of drug addiction as 
a chronic disease. 

Suominen et al (2004) aimed at determining 
the mortality by suicide and other causes of 
death in a cohort of suicide attempters. All 
consecutive 1198 deliberate self-harm 
patients treated in hospital emergency 
rooms in Helsinki during a 12-month period 
were identified. Data were gathered on 
healthcare contacts preceding and following 
the index attempt, and cause-specific 
mortality over a 5-year period. By the end of 
the 5-year follow-up period, 171 (14%) of 
the patients had died. A total of 57 (5%) had 
committed suicide. The age- and sex- 
adjusted risk for suicide among deliberate 
self-harm patients was 40-fold, and for 
death overall 10-fold, compared to the 
general population during the 5-year follow¬ 
up period. Risk factors for subsequent 
suicide were a diagnosis of substance use 
disorder, male gender and previous suicide 
attempts. A diagnosis of substance use 
disorder and male gender predicted death. 
Furthermore, male gender and substance 
use disorders had a strong interaction for 
both classes of death. 

In Italy, Passarino et al (2005) investigated 
851 consecutive judicial autopsies of drug 
addicts who died mostly of heroin overdose 
from 1977 to 1996. Research of anti- 
HIV/HBV/HCV antibodies was performed. 
More than 65% were HBV/HCV-positive 
and about 17% HIV-positive. Inflammatory 
heart lesions, myocardial fibrosis, and acute 
ischemia were common. Interstitial nephritis 
(found in about 8%) was more frequent in 
females, in older patients, and in those 
carrying HIV infection; glomerular sclerosis 
was detected in about 12%. Acute 
bronchitis and/or pneumonia were 
demonstrated in 12%, without significant 
association with HIV infection; pulmonary 
haemorrhages, foreign body granulomas, 
and food aspiration were also commonly 
seen. Liver was carrying steatosis in 66.3% 
and/or hepatitis in 64.5%. Acute hepatitis 
was more frequent in females, chronic 
hepatitis in older subjects and in those 
proven positive for hepatotropic viruses. 
Cirrhosis occurred more often in older 
patients, in those carrying virus infections, 
and in ethanol consumers. They concluded 
that, in addition to the risk of death by 
overdose, the high incidence of acute and 
chronic diseases could seriously undermine 
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the health status of heroin and/or other drug 
consumers. 

Long et al (2005) examined trends in drug- 
related deaths and deaths among drug 
users in the Republic of Ireland between 
1990 and 2002. Their analysis was based 
on data reported to the General Mortality 
Register (GMR) and studies that extracted 
data from coroners’ records, the Central 
treatment List, the AIDS surveillance 
system, and an epidemic investigation. 
Between 1990 and 1994, there was a 
steady but small increase in the number of 
drug-related deaths (DRDs) from 7 to 19, 
reported by the General Register Office in 
Dublin. Between 1995 and 2000 there was 
a substantial increase in DRDs from 43 to 
199, followed by a significant fall (to 88) in 

2001. The number of DRDs rose slightly in 
2002 (to 91). The number of DRDs 
extracted from the GMR using the Irish 
national definition differed slightly from 
those extracted using the EMCDDA 
definition, but trends over time are similar. 
Almost all deaths occurred in Dublin 
between 1991 and 1994. There was a 
substantial increase in Dublin from 39 to 90 
in the period 1995-2000, accompanied by a 
steady rise in other areas. There was a 
sharp decrease in 2001 in the number of 
DRDs in Dublin (to 55) but a continued 
growth elsewhere - which continued into 

2002. These patterns are consistent with 
trends in treated problem opiate use. 
Opiate-related deaths account for the 
largest proportions of deaths among drug 
users in Ireland. Polysubstance use is also 
common among this population. Those 
who die as a result of drug use are typically 
older than their counterparts in treatment, 
indicating an increasing risk with age. More 
men than women die of drug-related 
causes. Injecting drug use is associated 
with infection and subsequent death, as is 
imprisonment or recent release from prison 
(Byrne 2001). 

British studies 

A number of studies touching on drug- 
related deaths in the UK were published in 
the last year. Those from the Office for 
National Statistics for 2003 cases are 
reported here and those for 2004 from the 
General Register Office for Scotland are 
given in Annex AR4. Comparisons between 
np-SAD figures for 2004 are made with the 
ONS data and those of the new Drug Abuse 
Warning Network in the USA for 2003 in 


Section VII. Key findings emerging from 
other studies are given below. 

Figures published by the Office for National 
Statistics (ONS) indicate that using their 
'Standard' definition in 2004 more than one 
drug was mentioned on the death certificate 
in 35% of drug-related poisoning deaths in 
England and Wales, and alcohol in addition 
to a drug in 26% of cases (Griffiths, 2005). 
The number of deaths related to drug 
poisoning fell in 2003, particularly amongst 
males, although numbers were still much 
higher for males than females. Most deaths 
were associated with opiates (chiefly 
heroin/morphine and methadone), often in 
combination with other drugs and/or 
alcohol. The number of deaths where 
heroin/morphine was mentioned was 5 
times higher in 2000 (at 926) than in 1993, 
but figures fell back to 591 in 2003. The 
number of cases in which methadone was 
implicated rose steadily from 232 in 1993 to 
peak at 421 in 1997, since which time it has 
fallen (to 175 in 2003). Mentions of cocaine 
rose 12-fold over the period 1993-2002 as a 
whole but fell slightly in 2003. During 2003 a 
fall in both amphetamine and ecstasy was 
observed. Benzodiazepines were 
mentioned on slightly fewer death 
certificates in 2003. In the last decade or 
so, the non-opiate types of drug most often 
mentioned were paracetamol, either on its 
own or in compound preparations, and 
antidepressants. 

Drug-related mortality by day of the week 

The ONS examined drug-poisoning related 
deaths on their General Mortality Register 
for the period 1993-2002 in terms of the day 
of week when they occurred (Johnson et al, 
2005). Only 0.2% of such deaths had to be 
excluded from the analysis because of a 
lack of an exact date of death. The most 
common day of death for male drug-related 
poisoning deaths with a verdict of drug 
abuse/dependence was Saturday. This 
was also the case for males with a verdict of 
accidental death. There were no clear daily 
patterns for females with these verdicts. 
These patterns were similar with regard to 
deaths related to drug misuse and deaths 
involving heroin. Monday emerged as the 
most common day for both males and 
females for drug-related poisoning deaths 
with a verdict of suicide. This was also true 
for female drug-poisoning deaths with an 
open verdict. There was no clear pattern in 
such male deaths. These findings for 
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suicide verdicts among drug-related 
poisoning deaths are in line with findings for 
suicide more generally. 

Deaths involving buprenorphine 

Schifano et al (2005) aimed at gathering 
together all of the buprenorphine UK 
mortality figures from a number of different 
sources. To inform on buprenorphine safety 
issues, accessible information related to its 
availability indicators (i.e. prescriptions, 
seizures) data for the 1980-2002 time frame 
were sought. In the UK, during that period, 
buprenorphine was mentioned in 43 
fatalities. Typically, victims were males in 
the 25-44 age-group. In 12 cases (28% of 
total), a verdict of suicide was given. 
Buprenorphine was detected on its own in 7 
cases; more frequently, it was found 
together with benzodiazepines and other 
opiates. Large quantities of buprenorphine 
were prescribed both in England in 1985- 
1989 and in 1991-92 in Scotland, where 
seizures reached their highest levels. 
Buprenorphine prescriptions seemed to 
peak again after 1999, when high dose 
buprenorphine formulation entered the UK 
market. No positive correlation was found 
between the number of buprenorphine 
deaths over the years and either 
buprenorphine dispensings/prescriptions or 
seizures. However, an increase in 
buprenorphine-related deaths since 1999 
was identified and this may be an issue 
which should be carefully monitored over 
the next few years. 

Anti-depressant and sedative poisonings 

Geographical variations in fatal poisonings 
due to anti-depressant drugs between 1993 
and 2003 were examined by ONS (Morgan 
et al, 2005) Mortality rates for Government 
Office Regions and Wales, as well as 
Strategic Health Authorities, were also 
considered in relation to prescribing of anti¬ 
depressants and deprivation. The key 
findings included the fact that directly age- 
standardised mortality rates due to 
antidepressant poisoning varied by area 
within England and Wales. Anti-depressant 
prescribing and mortality tended to be 
higher in the north of England. Areas with 
the lowest prescribing rates were all in 
London. Higher area deprivation was 
strongly associated with higher rates of fatal 
antidepressant poisoning: the mortality rate 
in the wards with the most deprived tenth of 


the population being more than three times 
that in wards with the least deprived tenth. 

A study of fatal poisonings between 1983 
and 1999 in England, Scotland and Wales 
found that chloral hydrate, clomethiazole, 
barbiturates and related sedatives had 
much higher fatal toxicity indices than 
anxiolytics such as benzodiazepines, 
buspirone, zolpidem and zopiclone. There 
has been a substantial reduction in the 
annual number of deaths from sedative 
drug poisoning during this period; largely 
due to a sustained reduction in prescriptions 
for high toxicity drugs (Buckley and 
McManus 2004). 

Analgesics 

Two studies have examined the effect of 
legislation in September 1998 to limit the 
size of packs of analgesics sold over the 
counter. Hawton et al (2004) found that 
suicidal deaths from paracetamol and 
salicylates were reduced by 22% in the year 
after the change in legislation, and this 
reduction persisted in the next two years. 
The numbers of such tablets in non-fatal 
overdoses were reduced in the 3 years after 
the legislation. In Scotland, deaths from 
paracetamol poisoning fell by 45% in the 
year following the legislative changes, fell 
further in the second year but then rose to 
record levels (Inglis 2004). These results 
suggest that restricting sales of such 
analgesics gives rise to significant health 
gains, but further limitations and public 
education are needed to sustain these 
benefits. 

Scotland 

A case-control study of ‘definite’ and 
‘probable’ cases of severe illness and death 
amongst injecting drug users (IDUs) in 
Glasgow found that injecting into muscle or 
skin and injecting most of the time with a 
filter used by someone else were the 
variables most strongly associated with 
illness. Muscle-injecting cases (dying from 
Clostridium novyi and other bacteria) were 
significantly more likely to have injected 
larger amounts of heroin per average 
injection than were controls (Taylor et al 
2005). 

A cohort study of 667 IDU patients in a 
large Edinburgh family GP practice between 
1980 and 2001 found that there had been 
changes in the cause of deaths over this 
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period. There was an average mortality rate 
of 2.3%. Death rates peaked in the early to 
mid-1990s, reflecting the development of 
advanced HIV from the early 1982-4 
epidemic and the onset of antiviral 
chemotherapy. The principal cause of 
death was overdose in the early years, 
HIV/AIDS in later years, and towards the 
end of the study period hepatitis C emerged 
as a cause of death. Drug deaths and 
suicides tended to occur in younger 
subjects (Copeland et al 2004). 

Nicoll et al (2004) found that for suicides 
with a previous psychiatric contact in the 
Grampian region of Scotland, a greater 
proportion occurred amongst drug users in 
1991-9 than in 1974-1990 (OR = 3.75, 95% 
Cl [2.7, 5.2]). 

August 2005 saw the release of two 
important documents relating to drug- 
related mortality in Scotland. The first, the 
third in a series of national confidential 
inquiries commissioned by the Scottish 
Executive, examined DRDs in 2003 (Zador 
et al, 2005). The evidence from this study 
and from that of the Association of Drug 
Action Teams (ADATS, 2005) fed into the 
second document, a report and 
recommendations from the Scottish 
Advisory Committee on Drug Misuse 
(SACDM, 2005). 

Following a substantial rise in DRDs in 
Scotland in 2003, The Scottish Executive 
set DAAT’s a target of reducing this upward 
trend by 25% by 2005. It was against this 
background that the Association of Drug 
Action Teams in Scotland convened a 
short-life Information Sharing sub-group to 
produce a report as a vehicle for 
dissemination of shared experience and 
ideas in order to raise awareness in a wider 
audience. The report (ADATS, 2005) 
outlines known risk factors and looks at 
current activities undertaken by Drug and 
Alcohol Action Teams. Brief summaries of 
the discussions on a number of themes are 
provided, e.g. Accident & Emergency 
Departments as a point of non-fatal 
overdose, the use of naloxone in cases of 
overdose, joint Police and Ambulance 
Service protocols. The report makes a 
number of recommendations for both 
DAATs and local services, including the 
following areas: 

• Development of local Action Team 
critical incidents groups. 

• Database development. 


9 


• Linkages with Accident & Emergency. 

• Improving witness/emergency 

intervention. 

• Best practice in the use of naloxone 
and changes to the Medicines Act. 

• Staff training. 

• National “Preventing Drug-Related 
Deaths” Forum. 

• National Communications. 

• National Conference. 

In 2003, males accounted for 81% of DRDs 
in Scotland (Zador et al, 2005). The mean 
age was 32.7 years (range 16-82 years); 
39% were aged between 25-34 years. Most 
(68%) cases were accidental drug 
overdoses; 13% were classified as suicide. 
DRDS involving heroin/morphine increased 
by an average of 13.8% between 1996 and 
2003, whilst those involving methadone fell 
by about 0.4% p.a. A higher proportion of 
methadone-related compared to 
heroin/morphine deaths occurred between 
Friday and Sunday. The 35-54 age-group 
experienced a significantly higher rate of 
increase of DRDs than those in the 15-24 
age-group. 

Almost half (48%) of all fatal overdoses 
occurred in the presence of other people. 
Two-thirds (68%) of deaths occurred in a 
home environment. Very few deaths (8%) 
were ‘instantaneous’. Where someone else 
was present, CPR was attempted in 44% of 
cases, but no intervention occurred in 38% 
of cases prior to the arrival of an 
ambulance. In 81% of cases, ambulances 
arrived too late to give a successful 
intervention. 

In 2003, the principal drugs found at post 
mortem were benzodiazepines (69%), 
heroin/morphine (60%), alcohol (57%), 
methadone (28%), and cocaine (9%). In 
only 5% of cases was only a single 
substance found. Illicit sources of 
medication featured in nearly half of 
methadone-positive case, and two-thirds of 
both diazepam- and dihydrocodeine¬ 
positive deaths. The most frequently 
recorded cause of death (44%) was ‘opiate 
intoxication’; in 915 of such cases there 
were additional drugs - typically 
benzodiazepines and alcohol. 

Just over half (54%) lived alone. Nearly half 
(47%) had served a previous prison 
sentence. Of these, 47% died within six 
months, 24% within one month and 28% 
within three days of release. Three- 
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quarters of all cases had been in touch with 
services in the six months prior to their 
death. Forty of the 317 cases (12.6%) were 
being prescribed methadone at the time of 
their death. 

Amongst the implications identified by this 
study for services are: 

• A need to further develop and deliver 
training and education on risks of 
overdose and how to respond 
effectively, to drug users and their 
families. 

• Overdose prevention initiatives should 
continue to emphasise that most fatal 
drug overdoses are polysubstance 
deaths. 

• Primary care and other ‘generic’ 
services need training to increase 
awareness of persons at high risk of a 
DRD. 

• Delivery of medical treatment to drug 
misusers, including substitute 
prescribing, needs to be improved in 
line with best practice guidelines. 

• Care pathways across the prison 
community interface should be 
reviewed to ensure adequate 
accessibility to services for all newly 
released prisoners. 

In May 2005 a short-life working group of 
the Scottish Advisory Committee on Drug 
Misuse was tasked by the Scottish 
Executive to consider the reports from 
ADATS and the National Investigation and 
to develop recommendations regarding the 
framing of a policy response that would 
support a future reduction in DRDs in 
Scotland. A number of key messages 
emerged from the two reports and the 
recommendations from these publications 
formed the basis of SACDM’s sixteen 
suggestions (SACDM, 2005:39-41). These 
recommendations and action points cover: 

• Improving responses to overdoses. 

• Improving the quality of existing 
responses. 

• Developing existing approaches. 

• Targeting those at greatest risk. 

• Service integration, recording and 
information sharing. 

• Training for service professionals, staff 
and the voluntary sector. 

• Planning and co-ordination of response. 

• Monitoring DRDs. 

• Toxicological findings and 
circumstances of death. 
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The last two points are discussed further 
below. 

The findings of these various studies are 
not dissimilar to those reported in np-SAD’s 
Annual Reports. The above studies provide 
evidence that should guide the development 
of meaningful and sustainable prevention 
programmes across Europe, and beyond. 

Investigating and researching 
drug-related mortality 

This section considers some of the practical 
issues surrounding the investigation of 
cause of death, the type of information that 
can assist in this process, and the 
classification of data. 

Collection of pathological samples and 
toxicology 

Flanagan et al (2005) recently provided 
guidelines for sample collection, labelling, 
transport and storage, especially regarding 
specimens obtained during a post-mortem 
examination. Blood (5ml_) should be taken 
from two distinct peripheral sites, preferably 
left and right femoral veins, taking care not 
to draw blood from more central vessels. 
Urine (if available), vitreous humour 
(separate samples from each eye), a 
representative portion of stomach contents, 
and liver were considered amongst other 
important specimens. A preservative should 
be added to a portion of the blood 
sample/the sample from one vein, and to 
urine. Precautions to minimise the 
possibility of cross-contamination of 
biological specimens must be taken, 
especially if volatile poison(s) may be 
involved. If death occurred in hospital, any 
residual ante-mortem samples should be 
sought as a matter of urgency. Flair/nail 
collection should be considered if chronic 
exposure is suspected, for example, in 
deaths possibly related to drug abuse. A 
lock of hair the width of a pen tied at the 
root end is required for a comprehensive 
drug screen. 

Furthermore, Flanagan and Connally (2005) 
emphasised that interpretation of analytical 
toxicology results from live patients is 
sometimes difficult. Possible factors may be 
related to: (i) the nature of the poison(s) 
present; (ii) sample collection, transport and 
storage; (iii) the analytical methodology 
used; (iv) the circumstances of exposure; 
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(v) mechanical factors such as trauma or 
inhalation of stomach contents; and (vi) 
pharmacological factors such as tolerance 
or synergy. In some circumstances, 
detection of a drug or other poison may 
suffice to prove exposure. At the other 
extreme, the interpretation of individual 
measurements may be simplified by 
regulation. Examples here include whole 
blood alcohol (ethanol) in regard to driving a 
motor vehicle and blood lead assays 
performed to assess occupational 
exposure. With pharmaceuticals, the 
plasma or serum concentrations of drugs 
and metabolites attained during treatment 
often provide a basis for the interpretation of 
quantitative measurements. With illicit 
drugs, comparative information from 
casework may be all that is available. Post¬ 
mortem toxicology is an especially complex 
area since changes in the composition of 
fluids such as blood depending on the site 
of collection from the body and the time 
elapsed since death, amongst other factors, 
may influence the result obtained. 

Protocols or codes of practice need to be 
drawn up for pathological and toxicological 
investigations where drugs might be 
implicated. This may be encouraged 
through the restructuring of the Coroners’ 
System in England & Wales and auditing 
processes likely to be proposed in the 
forthcoming White Paper. Efforts should be 
made to reduce the 10% of cases where 
specific drugs involved in DRDs are not 
recorded on death certificates. Unless full 
toxicology and pathology results are made 
available to Mortality Registers there is no 
easy way of addressing this issue. 

Recording of cause(s) of death and their 
classification 

Zador et at s (2005) analysis of causes of 
Scottish death information showed that the 
same drug-related cause of death may be 
recorded on the death certificate by forensic 
authorities in various ways. This could 
suggest either under-reporting on the death 
certificate of other drugs detected or more 
likely that other substances detected were 
considered to be not implicated in the cause 
of death. They argue that the surveillance 
and/or analysis of trends in drug-related 
deaths would be facilitated by systematic 
collation and availability of forensic 
toxicological data. The Scottish Advisory 
Committee on Drug Misuse recommends 
that Procurators Fiscal, who request 


autopsies on DRDs, should insist that the 
Pathologists carrying out the autopsies 
follow a nationally agreed protocol based on 
an agreed best practice model. Only then 
will it be possible to have a long-term, 
meaningful interpretation of post-mortem 
toxicological data (SACDM, 2005:41). 

There is a plethora of definitions of drug- 
related mortality, and this is growing as 
more and more agencies start investigating 
the phenomenon One example gaining 
popularity is that of ‘drug-induced’ deaths as 
used in the US. SACDM (2005:41) states 
that “... a drug related death could be 
defined as any death, at any age group, that 
is directly or indirectly related to the use of 
controlled substances. This would include 
accidental, suicidal, homicidal deaths, 
including those in the very young and in 
older age groups and excludes deaths from 
overdoses of other medicinal drugs.” These 
agencies range from international bodies 
such as the EMCDDA, to the Devolved 
Administrations down to local DATs. In 
terms of the EMCDDA, three different 
definitions are used in reporting data from 
the General Mortality Registers in the UK, 
and two from the np-SAD. The Welsh 
Assembly reports on a further three 
definitions, before defining its own for use in 
Confidential reviews in Wales (Welsh 
Assembly, 2005:17-19). Zador et al 
(2005:63) argue that the development of a 
standardised, uniform nomenclature for 
recording drug-related deaths on medical 
certificates would help to improve the 
surveillance of and research into drug- 
related mortality. This is endorsed by the 
Scottish Advisory Committee on Drug 
Misuse (SACDM, 2005:41). SACDM 
regards it as important to ensure that 
whoever is collecting data on DRDs 
employs as broad a definition as possible 
so that official needs can be met, plus any 
others at lower levels. This approach 
enables ONS, GRO(S) and np-SAD to 
provide data on a range of sub-samples 
(SACDM, 2005:24). 

Types of information to be collected 

Long et al (2005) reported that deaths as an 
indirect result of drug use are not 
systematically documented in Ireland and 
have only been assessed by small-scale 
studies in Dublin City and County. These 
studies indicate an under-estimate in terms 
of opiate-related deaths but provide little 
information on other drug-related deaths. 


11 International Centre for Drug Policy 



np-SAD 


They conclude that system is required to 
document drug-related deaths and deaths 
among drug users. Two actions are 

required to estimate excess mortality 

among those who misuse licit and illicit 
drugs: (a) to improve the quality and 
quantity of data collected at the time of 
death so as to increase the accuracy of the 
attributed cause of death; and (b) to 
develop an accurate mechanism for 

recording the number of DRDs in Ireland. 
The latter mechanism should include both 
DRDs and deaths among drug users. In 
February 2005, the Department of Health 
and Children and the Department of Justice, 
Equality and Law Reform requested the 
Drug Misuse Research Division of the 

Health Research Board to host a National 
Drug-Related Deaths Index. 

There is an increasingly strong case to be 
made for further information on the 
sequelae of long-term drug use. There is a 
distinct lack of prospective cohort mortality 
studies of known drug addicts in the UK. 
Use could be made of the national UK 
Addicts Index at relatively little cost to study 
addicts known up until 1997; other data 
sources would have to be identified for the 
period since. No prospective cohort 
mortality studies were reported during the 
past year. There is a demonstrable need to 
undertake in-depth cohort mortality studies 
in the UK so as to gain a better 
understanding of deaths of drug users and 
to monitor changes over time. It is 
understood that the Home Office has 
recently commissioned a team of 
researchers to conduct a cohort study of 
clients in drug treatment programmes (the 
Drug Treatment Outcome Research Study). 
The Home Office hope that recruitment of 
up to 3,000 subjects across England will 
take place during the last 3 months of 2005, 
with two 3-month follow-ups (a) after 
recruitment and (b) 12 months after 

recruitment. 

Local Confidential Inquiries in the UK 

A number of Drug (and Alcohol) Action 
Teams have drawn up protocols for dealing 
with local confidential enquiries, as has the 
Welsh Assembly (2005). These build on 
the guidance document issued by the 
Department of Health (2003). The Welsh 
Assembly hosted a meeting for senior 
officials of the British-lrish Council in Cardiff 
on 4 March 2005. The subject for the day 
was drug-related deaths. The background 
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to this document was outlined, together with 
examples of the outcomes obtained by 
completed Inquiries. Other methods of 
investigation, such as special surveillance 
reports and psychological autopsies 
conducted by the np-SAD, were also 
discussed. 

The Welsh Assembly (2005) guidance 
outlines the approach to confidential 
inquiries used in North Wales, before 
providing detailed recommendations on 
various practical aspects of conducting such 
investigations. These aspects include the 
following: 

• Co-ordination 

• Review group 

• Definition and data collection 

• Review process 

• Dissemination of results 

• Local liaison arrangements 

• National monitoring group 

• Information issues: Data Protection Act, 
Caldicott principles and ethical approval 

• Organisational issues 

• Evaluation 

The guidance also provides detailed forms 
for use in these inquiries, a copy of the np- 
SAD dataset for use in a DRD database, 
and assistance in the definition of a DRD. 
The report recommends that co-ordination 
of confidential reviews should be conducted 
at a regional level co-terminous with 
Police/Probation and Criminal Justice Board 
areas and the Welsh Assembly’s Substance 
Misuse Regional Advisory Teams. 

The Scottish Advisory Committee on Drug 
Misuse recommends that local standing 
drug deaths monitoring and prevention 
groups should be set up under the auspices 
of Drug and Alcohol Action Teams 
(SACDM, 2005:40-1). Key agencies should 
be involved in order to manage rapid 
sharing of information on near misses, 
deaths and street drug trends. These 
groups should instigate action and report on 
progress in implementing proposals to 
reduce deaths. As in Wales, a national 
monitoring group or forum is advocated to 
report to Ministers in the Devolved 
Administrations annually on trends and 
causes of DRDs. 

The above studies and programmes of 
research can and should provide evidence 
to guide the development of meaningful and 
sustainable mortality research programmes 
across Europe. 
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II The national programme on Substance Abuse 

Deaths (np-SAD) 


Aims and objectives 

The Programme’s principal aim is to reduce 
and prevent drug-related deaths in the UK 
due to the misuse of drugs, both licit and 
illicit, by collecting, analysing and 
disseminating information on the extent and 
nature of death. The Programme offers a 
comprehensive prevention package to Drug 
(and Alcohol) Action Teams (D(A)ATs), 
Primary Care Trusts (PCTs) and Strategic 
Health Authorities (SHAs) with a mission to 
tackle the problem of drug-related deaths. 

The Programme’s objectives are to: 

• Collect and collate drug-related 
mortality data 

• Develop and maintain a computerised 
surveillance system 

• Identify substances implicated in drug- 
related deaths - including new drugs 
and new combinations 

• Monitor and examine patterns and 
trends, e.g. geographic, demographic, 
substances implicated in death, method 
of death 

• Act as an early warning system for new 
trends in mortality and drug misuse 

• Use data as an indicator to estimate the 
prevalence of substance-related 
problems and assess the hazards 
associated with substance abuse 

• Collaborate with relevant agencies in 
research on substance-related mortality 
locally, nationally and internationally 

• Inform and facilitate discussion on the 
prevention of drug-related deaths, 
whether accidental or intentional 

• Provide data for local and national drug 
abuse policy formulation and 
programme planning 

• Disseminate information on drug- 
related mortality to the scientific 
community, clinicians, policy makers 
and other interested parties 

Administration 

The national programme on Substance 
Abuse Deaths (np-SAD) is managed within 
the overall structure of the International 
Centre for Drug Policy within the Division of 


Mental Health, St. George’s, University of 
London. 

Programme staff 

Professor Hamid Ghodse - Programme 
Director 

Mr John Corkery (Senior Research Fellow) - 
Programme Manager 
Dr Fabrizio Schifano (Senior Lecturer) - 
Principal Researcher 

Dr Adenekan Oyefeso (Reader) - Principal 
Researcher 

Miss Debbie Bannister - np-SAD 
Researcher 

Ms Jan Annan - Associate Director, 
International Centre for Drug Policy 

np-SAD databases 

The np-SAD manages three principal 
databases - the Dead Addicts Database, 
the Coroners Drug-Related Deaths 
Database and the national UK Addicts 
Index. 

The Dead Addicts Database was 
established in 1978 and contains data on 
characteristics of dead, previously notified 
addicts since 1967. It is updated via 
information collected from the Home Office 
and other sources and cross-checked with 
the national UK Addicts Index. In May 
1997, this latter Index was closed. In 
recognition of the rich research resource 
this database provided, the electronic 
database of the Index was transferred to the 
Centre for Addiction Studies in the 
Department of Addictive Behaviour, which 
has taken formal custody of the data for 
research purposes. 

The Coroners Drug-Related Deaths 
Database was established in conjunction 
with the Home Office, who lead on the UK 
Government’s drug strategy, following the 
closure of the national UK Addicts Index. 
The purpose of the database is to provide 
information for the management of a 
national surveillance system to monitor 
drug-related deaths reported by coroners 
and procurators fiscal. Data are sent to the 
np-SAD on a standard reporting form (see 
below). 
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Surveillance data management 

Data collection 

All coroners in the UK (see Appendix 1) are 
issued with copies of the standard data 
collection form (see Appendix 2). They are 
invited to complete the forms on all deaths 
that meet the criteria described in this report 
and return them to the np-SAD office at St. 
George’s, University of London for coding 
and entry onto the database. 

Data submission is mostly directly on paper 
by coroners or their staff. There is also 
manual completion of the np-SAD data 
collection form or print-out of completed 
computer-generated forms using bespoke 
software. Forms are submitted when 
inquests are complete - either singly or in 
batches. Manual extraction of data by team 
members is undertaken at some coroners’ 
courts - mostly in London. 

Data entry and coding 

A great deal of consideration was given to 
the area of data coding to ensure that 
comparison with other databases was 
possible and that the final analyses would 
be useful to readers. For example, all 
cases were coded for area of residence of 
the deceased. Causes of death (immediate 
and underlying) are re-coded according to 
ICD-10. All drugs (i.e. those implicated in 
the death) are coded separately according 
to therapeutic drug category (i.e. 
hypnotics/sedatives, antidepressants, 
opiates, etc). 

Statistical analysis 

Due to the nature of the information 
collected by the programme, i.e. drug- 
related deaths as reported by the coroners, 
this is an observational study. Hence, 
statistical methods employed are based on 
proportions and ratios. Where the data 
include proportions of incidence for 
particular groups of interest, the ratio of the 
proportions forms a measure of the relative 
risk in one group compared with that of 
another. These scales of measurement are 
generally known as point estimates. 
Although point estimates can be calculated 
they do not represent the ‘true’ values. Each 
point estimate is subject to random 
variation. Confidence intervals (Cl) provide 
an indication of the range in the true values 
for the population as a whole, which would 
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be expected in future investigations. The 
methods used for quantitative data relied 
mainly on complex assumptions of 
distributional form. It may be the case that 
the assumptions are not always satisfied. In 
such cases, methods known as distribution- 
free methods can be applied, also known as 
non-parametric tests (e.g. Mann-Whitney). 
The data were analysed using SPSS™ for 
Windows version 12. 

Data storage 

The anonymised data-set for coroners is 
held on a SPSS database for analysis. All 
data held, whether electronic or paper, is 
stored securely and treated as confidential. 
Access is restricted to Programme staff. 
Only aggregated and anonymised data are 
released to third parties. 


What is an np-SAD case? 

An np-SAD case is defined as a relevant 
death where any of the following criteria are 
met at a completed inquest, fatal accident 
inquiry or similar investigation: 

• One or more psychoactive 
substances* directly** implicated in 
death; 

• History of dependence or abuse of 
psychoactive drugs; 

• Presence of Controlled Drugs*** at 
post mortem; or 

• Cases of deaths directly due to 
drugs but with no inquest. 

Deaths where solvents and other volatile 
substances are implicated alone are NOT 
included. Information on this is collected by 
the Department of Community Health 
Sciences at St. George’s, University of 
London. Alcohol is included only when 
implicated in combination with other 
qualifying drugs. 

* ‘Psychoactive’ substances are those 
having a direct effect on perception, mood, 
cognition, behaviour or motor function. 
Typically these include opiates and opioid 
analgesics, hypnotics, sedatives, anti¬ 
depressants, anti-epileptics, anti-psychotics, 
hallucinogens and stimulants such as 
amphetamines and cocaine. 

** ‘Directly implicated’ means that drugs 
were considered by the coroner or other 
person investigating the death to have been 
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instrumental in the coming about of the 
deceased’s death (e.g. through poisoning or 
intoxication), or causing their powers of 
reasoning and/or perception to be so 
affected as to induce them to take risks 
which they would not have done had they 
been sober (e.g. thinking they could fly). 

*** ‘Controlled Drugs’ are those drugs 
specifically classified by the Misuse of 
Drugs Act 1971 as amended by subsequent 
legislation . Controlled drugs include 
opioids, cocaine, amphetamines, cannabis, 
GHB, hallucinogens and most 
benzodiazepines. 

Who is a drug abuser/dependent? 

A drug abuser/dependent case is defined as 
one with a history of substance abuse 
where one or more of the following criteria 
are met: 

• Reported as a known illicit drug user 
by the coroner, based on evidence 
obtained at inquest; 

• Prescribed substitute medication for 
drug dependence; 

• Presence of an illicit drug at post 
mortem, where not prescribed; or 

• Presence of any additional information 
on the coroner’s report suggestive of a 
history of drug abuse, and where such 
a history fulfils ICD-10 criteria. 

Other activities and resources 

The np-SAD team also conduct in-depth 
psychological autopsies on individual cases 
and carry out confidential inquiry exercises 
on request. The team also provides 
analysis of data for specific DAATs, PCTs 
and SHAs on request. 


Ill Profile of cases 


1. Demography 

Notifications of 1,372 drug-related deaths 
occurring in 2004 were received. 
Responses (including nil returns) were 
received from a total of 106 out of 120 
coroners' jurisdictions in England and 
Wales. This is a coverage rate of about 
88%. In addition, all the coroners in 
Guernsey, Jersey and the Isle of Man 
contributed data analysed in this Annual 


As a consequence of the work to date, 
information on the trends and patterns of 
death among UK drug misusers, including 
the impact of illicit and prescribed drugs, 
has been made available. 

In addition to the above activities, the 
Programme 

• Is the official custodian of the national 
UK Addicts Index Access database 
and paper files covering the period 
1968-1997 

• Holds a copy of the official Dead 
Addicts datafile 

• Is located in an academic centre with 
input from relevant disciplines 

• Brings to a broad range of expertise 
from different professional 
backgrounds - psychiatry, psychology, 
social science, pharmacology, 
epidemiology, addictive behavioural 
science, database, project 
management, etc. 

• Has national and international 
experience, collaborating in research 
and training with bodies such as the 
World Health Organisation, European 
Monitoring Centre for Drugs and Drug 
Addiction (EMCDDA), and the 
European Collaborating Centres for 
Addiction Studies. 

National Steering Group 

The np-SAD has a National Steering Group 
to provide additional expertise to the 
Programme through involvement and 
participation. Its principal role is in giving 
advice on the full range of its activities, 
including the national surveillance of 
coroners and production of 6-monthly and 
annual reports. 


Report, as well as one Procurator Fiscal in 
Scotland. The majority (72%) of the cases 
were male (Table 1). The median age at 
death was 36 years (semi-interquartile 
range = 8.5) (Figures 1-3). 

The General Register Office for Scotland 
(GROS) reported 356 cases in 2004. The 
majority (81%) of cases were male and 
aged less than 45 years (87%). 
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Table 1: Demographic variables, np-SAD cases, 2004 


np-SAD 


Variable 

Category 

Number (%) 

Total 


1,372 (100.0) 




Gender 

Male 

993 (72.4) 


Female 

379 (27.6) 

Employment status 

Unemployed 

691 (50.4) 


Employed 

389 (28.4) 


Childcare/houseperson 

27 (2.0) 


Student 

25 (1.8) 


Retired/sickness/invalidity 

142 (10.3) 


Other 

12 (0.9) 


Not known 

86 (6.3) 

Living arrangements 

Alone 

517 (37.7) 


With others 

582 (42.4) 


No fixed abode 

80 (5.8) 


Other 

99 (7.2) 


Not known 

94 (6.9) 


Figures 1-4 take into account the data from 
both np-SAD and GROS (i.e. notifications of 
1,728 drug-related deaths occurring in 
Great Britain). The majority of cases were 
male (74%) and aged under 45 years (76%) 
- Figures 1 to 3. 

2. np-SAD drug-related death rates 
(Annex AR2) 

The jurisdictions reporting the highest 
annual drug-related death rates per 100,000 
population aged 16 years and over were as 
follows: Brighton & Flove (21.8); Liverpool 
(15.8); Jersey (12.5); Blackpool & the Fylde 
(11.1); and Dumbarton (10.5). 

3. Location of death 

Location of death was reported in all np- 
SAD cases. About 70% died at a defined 
residential address (i.e. the deceased’s 
home address or other private residential 
address), 23% died in hospital and 8% died 
elsewhere (e.g. in a public place). 

4. Underlying cause(s) of death (Annex 
AR1) 

To enable comparison with various national 
and international datasets all causes of 
death have been coded according to the 
International Classification of Diseases 
(ICD-10). This is an international standard 
for the classification of diseases and health- 
related problems published by the World 
Health Organisation. The proportions of 
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ICD-10 categories of underlying causes of 
death were as follows: 

• Accidental poisoning (X40-47) 56% for 
np-SAD cases, 46% for cases in Great 
Britain 

• Intentional self-poisoning (X60-67) 
35% for np-SAD cases, 30% for cases 
in Great Britain 

• Other (e.g. natural causes, hanging, 
unascertained) 9% for np-SAD cases, 
24% for cases in Great Britain. 

These differences in rates are largely due to 
differences in approach to coding of 
underlying cause by the two databases. 
Most GROS cases were coded to ‘drug 
abuse’ (ICD-10 codes F11 -FI 6, FI 9) - 65% 
or to ‘undetermined (ICD-1- codes Y10- 
Y14) -17%. 

5. Substances implicated in death 
5.1 All substances 

Psychoactive drugs were not directly 
implicated in about 7% of np-SAD cases (n 
= 92). Of the remaining 1,280 cases, the 
principal substances implicated were 
heroin/morphine (46%), alcohol in 
combination with other substances (27%), 
other opiates/opioid analgesics (23%), 
antidepressants (21%), hypnotic/sedatives 
(16%) and methadone (12%). 

In Scotland, the principal substances 
implicated were heroin/morphine (63%), 
alcohol in combination (33%), 
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benzodiazepines (33%), methadone (23%), 
cocaine (11%) and ecstasy-type drugs 
(5%). 

Figure 4 takes into account data from both 
np-SAD and GROS where one of the 


following drugs was known to be implicated: 
alcohol, cocaine, ecstasy-type drugs, 
heroin/morphine, or methadone. 
Heroin/morphine was the principal drug 
implicated (50%) out of these substances. 


Table 2: Psychoactive substances implicated in death, np-SAD cases, 2004 


Drug category 

Number (%) of cases where 
no other substance was 
implicated 

Number (%) of cases where 
drug was implicated 

Total 

1,280 (100.0) 

1,280 (100.0) 




Alcohol 

- 

348 (27.2) 

Amphetamines 

13 (1.0) 

29 (2.3) 

Anti-depressants 

84 (6.6) 

265 (20.7) 

Anti-epileptics 

7 (0.5) 

26 (2.0) 

Anti-psychotics 

23 (1.8) 

58 (4.5) 

Cannabis 

4 (0.3) 

13 (1.0) 

Cocaine 

24 (1.9) 

128 (10.0) 

Ecstasy-type drugs 

11 (0.9) 

29 (2.3) 

GHB 

1 (0.1) 

3 (0.2) 

Heroin/morphine 

275 (21.5) 

593 (46.3) 

Hypnotic/sedatives 

26 (2.0) 

206 (16.1) 

Methadone 

46 (3.6) 

159 (12.4) 

Other opiates/opioid 
analgesics 

103 (8.0) 

289 (22.6) 


5.2 Single substances 

The following substances, as the sole 
implicated drug, accounted for 609 (48%) 
deaths: heroin/morphine (21%), other 
opiates/opioid analgesics (8%), anti¬ 
depressants (7%), methadone (4%), 
hypnotic/sedatives (2%), cocaine (2%), anti- 
psychotics (2%), amphetamines (1%), or 
ecstasy-type drugs (0.9%) or cannabis 
(0.3%). 


6. Prescribed psychoactive medication 
(Table 3) 

Altogether, 726 cases were reported to be 
receiving prescribed psychoactive 
medication at the time of their death. Within 
this group prescribed medications of the 
following therapeutic drug classes were 
reported: anti-depressants (49%); 

hypnotic/sedatives (44%); other 
opiate/opioid analgesics (28%); anti- 
psychotics (18%) and methadone (14%). 
‘Polypharmacy’, i.e. multiple prescriptions of 
psychoactive drugs, occurred in 62% of 
these cases. 
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Figure 1: Drug-related deaths by age and gender in Great Britain, 2004 
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Figure 2: Drug-related deaths by age in Great Britain, 2004 
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Figure 3: Drug-related deaths by gender in Great Britain, 2004 
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Figure 4: Drug-related deaths by psychoactive drug implicated in Great Britain, 2004 



Alcohol Cocaine Ecstasy-type Heroin/morphine Methadone 


Implicated drug 


19 


International Centre for Drug Policy 




































































IV Associated risks 
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1. Prescribed psychoactive drugs (Table 
3) 

Of the 726 cases prescribed psychoactive 
medication at the time of their death, 63% 
had those drugs, alone or in combination 
with other drugs, implicated in their death. 

1.1 Methadone 

Methadone, alone and in combination with 
other drugs, was implicated in 159 cases. 
Of these, 36% were known to be receiving 
prescribed methadone prior to their death, 
compared to 64% who may have obtained 


methadone from illicit sources (Percentage 
ratio: PR = 0.6, 95% Cl = 0.4 - 0.7). 

Methadone alone was implicated in 46 
cases. Of these, 35% were known to be 
receiving prescribed methadone, compared 
to 65% who may have obtained the drug 
from illicit sources (PR = 0.5, 95% Cl = 0.3 
- 0 . 8 ). 

Overall, it appears that methadone-related 
deaths are less likely to arise from licit than 
illicit methadone. 


Table 3: Prescribed psychoactive medication, np-SAD cases, 2004 


Drug category 

Number (%) of cases on 
prescribed 

psychoactive medication 

Number (%) of cases 
where same drug was 
implicated in death 

Total 

726 (100.0) 





Amphetamines 

0 (0.0) 

0 (0.0) 

Anti-depressants 

356 (49.0) 

194 (54.5) 

Anti-epileptics 

55 (7.6) 

16 (29.1) 

Anti-psychotics 

130 (17.9) 

44 (33.8) 

Heroin/morphine 

23 (3.2) 

20 (87.0) 

Hypnotic/sedatives 

318 (43.8) 

99 (31.1) 

Methadone 

102 (14.0) 

57 (55.9) 

Other opiates/opioid analgesics 

206 (28.4) 

132 (64.1) 


1.2 Anti-depressants 

Anti-depressants, alone and in combination 
with other drugs, were implicated in 265 
cases. Of these, 73% were known to be 
receiving prescribed anti-depressants at the 
time of their death, compared to 27% who 
may have used drugs prescribed for others 
(PR = 2.7, 95% Cl = 2.2-3.4). 

Anti-depressants alone were implicated in 
84 cases. Of these, 75% were known to be 
receiving prescribed anti-depressants, 
compared to 25% who may have used 
drugs prescribed for others (PR = 3.0, 95% 
Cl = 2.0-4.4). 

Those receiving prescribed anti¬ 
depressants were significantly more likely to 
have that class of drug implicated in their 
death, either in combination or as the sole 
drug, compared to those who had 
apparently used drugs prescribed to others. 


1.3 Other opiates/opioid analgesics 

Other opiates/opioid analgesics (e.g. 
dihydrocodeine, dextropropoxyphene) alone 
and in combination with other drugs, were 
implicated in 289 cases. Of these, 46% 
were known to be receiving prescribed 
opiate/opioid analgesics prior to their death, 
compared to 54% who may have obtained 
the drug by other means (PR = 0.8, 95% Cl 
= 0.7- 1.0). 

Other opiate/opioid analgesics alone were 
implicated in 103 cases. Of these, the drugs 
were known to be prescribed in 54% of 
cases and apparently obtained by other 
means in 46% of cases (PR = 1.2, 95% Cl = 
0.9-1.6). 
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1.4 Hypnotic/sedatives 

Hypnotic/sedatives, alone and in 
combination with other drugs, were 
implicated in 206 cases. Of these 48% were 
known to be receiving a prescription for this 
class of drug, compared to 52% who may 
have obtained them illicitly (PR = 0.9, 95% 
Cl = 0.8-1.1). 

Twenty-six cases had hypnotic/sedatives 
alone implicated in their death, of whom 18 
(69%) had received the drug on 
prescription. 

In summary, those prescribed 
hypnotic/sedatives were more likely to have 
that class of drug implicated in fatality if only 
one substance was implicated. 

2. Gender and accidental/intentional 
death 

Sixty-three percent (630) of male cases 
died of accidental poisoning, compared to 
35% (131) of female cases (PR = 1.8, 95% 
Cl = 1.6 - 2.1). This suggests that male 
cases are more likely to die of accidental 
poisoning than female cases. 


Conversely, about 56% (212) of females 
died as a result of intentional self-poisoning, 
compared to 27% (270) of male cases (PR 
= 2.1, 95% Cl = 1.8 - 2.4). This indicates 
that female cases are more likely to die of 
intentional self-poisoning than male cases. 

3. Age and accidental/intentional death 

Approximately 68% (680) of cases aged 44 
years and under died as a result of 
accidental poisoning, compared to 22% (81) 
of those aged 45 years and over (PR = 3.1, 
95% Cl = 2.5-3.7). 

Conversely, 69% (255) of cases aged 45 
years and over died as a result of 
intentional self poisoning, compared to 23% 
(227) of cases under 45 years of age (PR = 
3.1,95% Cl = 2.7-3.5). 

4. Age and drug implicated in death 

In cases aged 15-44 years, heroin/morphine 
(53%) was the most frequently mentioned 
drug contributing to fatality. In those aged 
45 years and over, other opiates/opioid 
analgesics (37%) were the most frequently 
mentioned (Table 4). 


Table 4: Age and drug implicated in death, np-SAD cases, 2004 


Age-group (years) 

Number (%) 

Drug category (alone or in combination) 
most frequently implicated in each age 
group 

All ages 

1,280 (100.0) 

Heroin/morphine (46.3%) 




14 & under 

2(0.1) 

Other opiates & opioid analgesics (1) 
Antidepressants (1) 

15-24 

174 (12.7) 

Heroin/morphine (49.4%) 

25-34 

427 (31.1) 

Heroin/morphine (55.3%) 

35-44 

402 (29.3) 

Heroin/morphine (52.0%) 

45-54 

188 (13.7) 

Antidepressants (35.1%) 

55-64 

89 (6.5) 

Other opiates/opioid analgesics (46.1%) 

65 & over 

90 (6.6) 

Other opiates/opioid analgesics (46.7%) 


5. Gender and drug implicated in death 

The pattern of drug-specific fatality is 
somewhat different in male and female 
cases. 

Among males, the most frequently 
mentioned drugs were heroin/morphine 
(50%), other opiates/opioid analgesics 
(16%), anti-depressants (15%), and 
hypnotic/sedatives (14%). 
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Furthermore, there are a higher proportion 
of cases of drug-specific fatality among 
males compared to females in respect of 
the following drugs: cocaine, 

amphetamines, and ecstasy-type drugs. 

Among female cases, the most frequently 
mentioned drugs were other opiates/opioid 
analgesics (34%), antidepressants (32%), 
heroin/morphine (24%), and 

hypnotic/sedatives (17%). 
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V Drug abuse/dependence 


Cases with a history of drug 
abuse/dependence (n = 954) were 

compared to those without such a history (n 
= 311) on the following variables: 

demography, location of death and 
underlying cause of death. 

One hundred and seven cases (8%) were 
reported as “not known” with respect to 
history of drug abuse/dependence. These 
cases were excluded from further analysis. 

Demography 

In comparison with non drug abusers 
(NDAs 49%), drug abusers/dependents 
(DAs: 82%) were more likely to be male (PR 
= 1.7, 95% Cl = 1.5 - 1.9) and under 45 
years of age, 88% compared to 38% (PR = 
2.3, 95% Cl = 2.0 - 2.7). The median age at 
death for DAs was 33 years (semi- 
interquartile range = 6), while that for NDAs 
was 50 years (semi-interquartile range = 
12) (Mann-Whitney U = 57064.5, p< 
0.0005). 


Location of death 

There was no significant difference between 
DAs and NDAs with respect to the location 
of their death. In both groups the majority 
died at home or in a defined residential 
address, although this proportion was 
higher amongst NDAs: DAs 65%, NDAs 
81% (PR = 0.8, Cl = 0.7-0.9). 

Hospital deaths accounted for a higher 
proportion of DA deaths (26%) than those 
amongst NDAs (15%) (PR = 1.7, Cl = 1.3 — 
2.3). A higher proportion of DAs (10%) died 
in temporary accommodation or in public 
places than NDAs (4%). 

Underlying cause(s) of death 

Accidental poisoning accounted for 75% of 
deaths in DAs, compared to 9% of NDA 
deaths (PR = 8.7, 95% Cl = 6.0 - 12.5). 
Conversely, 86% of NDA deaths were the 
result of intentional self-poisoning, 
compared to 14% of DA deaths (PR = 6.1, 
95% Cl = 5.2 - 7.2) - Figure 5. 


Figure 5: Accidental/intentional poisoning deaths by drug abuse/dependence history, np- 
SAD cases, 2004 
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VI np-SAD drug-related deaths in 2003 reported in 
2004/5 


Profile of Cases 

A further 168 inquest reports were received 
in 2004/5 on deaths occurring in 2003. 
Demographic details and a summary of 
principal drugs implicated in death are 
presented below. The distribution of deaths 
according to coroners’ jurisdictions is 
summarised in Annex AR2. 


1. Demography 

The majority of cases were male (74%). 
The median age at death was 35 years, 
with 75% being under the age of 45 years. 
Approximately 49% of cases were 
unemployed and 45% of cases were living 
alone or in no fixed abode at the time of 
their death (Table 5). 


Table 5: Demographic variables, additional 2003 np-SAD cases 


Variable 

Category 

Number (%) of np-SAD 
cases in 2003 reported in 
2004/5 

Total 


168 (100.0) 




Gender 

Male 



Female 

125 (74.4) 

Employment Status 

Unemployed 

43 (25.6) 


Employed 

83 (49.4) 


Childcare/houseperson 

44 (26.2) 


Student 

2(1.2) 


Retired/sickness/invalidity 

17 (10.1) 


Other 

1 (0.6) 


Not known 

20 (11.9) 

Living Arrangements 

Alone 

69 (41.1) 


With others 

61 (36.3) 


No fixed abode 

6 (3.6) 


Other 

12(7.1) 


Not known 

20 (11.9) 


2. Location of death 

The majority of cases (67%) died at a 
defined residential address (e.g. the 
deceased’s home address or other private 
residential address), 25% died in hospital 
and 8% died elsewhere (e.g. in a public 
place). 

3. Underlying cause(s) of death 

The proportions of ICD-10 categories of 
underlying cause of death were as follows: 

• Accidental poisoning (X40-7) 59% 

• Intentional self-poisoning (X60-7) 29% 


• Other and unknown causes 12% 


4. Substances implicated in death 

The principal substances implicated were 
heroin/morphine (42%), other opiates/opioid 
analgesics (21%), and alcohol in 
combination with other drugs (19%). 
Heroin/morphine as the sole implicated drug 
accounted for 22% of deaths, methadone 
for 7%, and both opioid analgesics and anti¬ 
depressants for 5% of deaths. The 
breakdown of psychoactive substances 
implicated in death is presented in Table 6. 
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Table 6: Psychoactive substances implicated in death, additional 2003 np-SAD cases 


Drug category 

Number (%) of cases where 
no other substance 
implicated 

Number (%) of cases where 
drug implicated 

Total 

168 (100.0) 

168 (100.0) 




Alcohol 

- 

31 (18.5) 

Amphetamines 

3(1.8) 

4 (2.4) 

Anti-depressants 

8 (4.8) 

22 (13.1) 

Anti-epileptics 

0 (0.0) 

0 (0.0) 

Anti-psychotics 

2(1.2) 

4 (2.4) 

Cannabis 

0 (0.0) 

0 (0.0) 

Cocaine 

3(1.8) 

10 (6.0) 

Ecstasy-type drugs 

0 (0.0) 

3(1.8) 

GHB 

0 (0.0) 

0(0.) 

Heroin/morphine 

37 (22.0) 

70 (41.7) 

Hypnotics/sedatives 

3(1.8) 

23 (13.7) 

Methadone 

12(7.1) 

20 (11.9) 

Other opiates/opioid 
analgesics 

8 (4.8) 

35 (20.8) 


VII Changes between 2003 and 2004 


Demographic characteristics 

The number of drug-related deaths in 2003 
reported to np-SAD and published in the 
Annual Report in 2004 was 1,487. The 
figure reported on here for deaths in 2004 
is 1,372 (a decrease of about 8% from the 
previous year). Since the last Annual 
Report, an additional set of cases occurring 
in 2003 were reported, bringing the total of 
drug-related deaths in 2003 to 1,641. This 
updated figure was used for comparisons 
with 2004 data. 

The demographic profile of cases remained 
stable in 2004 with no significant changes in 
terms of living arrangements, age and 
gender distributions. However, there were 
small increases in the proportion who died 
in a defined residential address (up four 
percentage points to 70%), and those who 
were unemployed (also up by about four 
percentage points to 50.4%). 


Underlying cause(s) of death 

The number and proportion of deaths due to 
intentional self-poisoning remained stable 
with 34% in 2003 and 35% in 2004. 

There was an increase in the proportion of 
accidental poisoning cases from 51% in 
2003 to 56% in 2004 (PR = 0.9, 95% Cl = 
0.9-1.0). 

Substances implicated in death: multiple 
substances 

Data on implicated drugs were available for 
1,509 deaths occurring in 2003. 
Heroin/morphine remained the most 
frequently mentioned drug in 2004, having 
been implicated in 46% of deaths, 
compared to 40% in the previous year. This 
change was significant (PR = 1.0, 95% Cl = 
0.9 -1.1). There were also slight reductions 
in the numbers of mentions of 
hypnotics/sedatives (2.8%) and other 
opiates/opioid analgesics (2.0%) (Table 7). 
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Table 7: Changes in substances implicated in multiple substance deaths, 2003-2004 


Substance 

2003 

2004 

Percentage 
Ratio (PR) 

95% Cl 

Change 

(%) 

Total 

1,509 

1,280 










Amphetamines 

44 

29 

1.4 

0.7-2.6 

-34 

Anti-depressants 

325 

265 

1.0 

0.8- 1.2 

-18 

Anti-epileptics 

24 

26 

0.8 

0.4-1.5 

-8 

Anti-psychotics 

61 

58 

1.1 

0.7- 1.7 

-5 

Cannabis 

28 

13 

2.0 

0.9-4.3 

-53 

Cocaine 

142 

128 

0.9 

0.7- 1.2 

-10 

Ecstasy-type drugs 

36 

29 

1.3 

0.7-2.4 

-19 

GHB 

2 

3 

0.8 

0.1 -6.0 

+50 

Heroin/morphine 

601 

593 

1.2 

1.0- 1.4 

-1 

Hypnotic/sedatives 

285 

206 

1.0 

0.8- 1.3 

-28 

Methadone 

184 

159 

1.1 

0.9- 1.3 

-14 

Other opiates / opioid 
analgesics 

371 

289 

1.4 

0.7-2.6 

-22 


Substances implicated in death: single for by individual drugs in fatalities related to 

substance a single substance, excluding alcohol, 

(Table 8). 

There were no significant changes between 
2003 and 2004 in the proportions accounted 

Table 8: Changes in substances implicated in single substance deaths, 2003-2004 


Substance 

2003 

2004 

Percentage 
Ratio (PR) 

95% Cl 

Change 

(%) 

Total 

1,509 

1,280 










Amphetamines 

18 

13 

1.2 

0.6-2.4 

-28 

Anti-depressants 

121 

84 

1.2 

0.9- 1.6 

-31 

Anti-epileptics 

7 

7 

0.8 

0.3-2.4 

- 

Anti-psychotics 

15 

23 

0.6 

0.3- 1.1 

+53 

Cannabis 

7 

4 

1.5 

0.4-5.1 

-43 

Cocaine 

26 

24 

0.9 

0.5- 1.6 

-7 

Ecstasy-type drugs 

8 

11 

0.6 

0.2- 1.5 

+38 

GHB 

0 

1 

- 

- 

- 

Heroin/morphine 

292 

275 

1.2 

0.7- 1.9 

-6 

Hypnotic/sedatives 

36 

26 

1.0 

0.7- 1.4 

-28 

Methadone 

53 

46 

1.1 

0.8- 1.4 

-13 

Other opiates / opioid 
analgesics 

132 

103 

1.2 

0.6-2.4 

-22 


Changes in jurisdictions with highest 
rates in 2003 

The following jurisdictions reported annual 
drug-related death rates of 10/100,000 or 
higher in 2003: Brighton & Hove (25.3); 
Dumbarton (14.7); East Lancashire (13.9); 
Jersey (13.9); Boston & Spalding (12.1); 
Blackpool & the Fylde (11.1); Manchester 
(11.0); and Guernsey (10.2). All of these 


areas showed declines in 2004, apart from 
Blackpool & the Fylde which remained 
stable. The most significant reductions 
were in: Manchester (-90%); Boston & 
Spalding (-78%); East Lancashire (43%); 
Dumbarton (-29%); and Brighton & Hove (- 
14%). 
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Changes in jurisdictions with lowest rates in 
2003 

The following jurisdictions reported annual 
drug-related death rates of less than 1 per 
100,000 population in 2003: City of London 
(0.0); Isles of Scilly (0.00); North Tyneside 
(0.00); Powys (0.00); South 
Northumberland (0.00); Cornwall (0.5); 
Oxfordshire (0.6); Central Hampshire (0.8); 
and Central & South East Kent (0.8). Of 
these, the City of London, Cornwall and the 
Isles of Scilly remained unchanged. The 
remainder all showed some increases, the 
most evident being: Central Hampshire 
(+550%); South Northumberland (+310%); 
Central & South East Kent (+238%); and 
North Tyneside (+260%). 


VIII Commentary 

This is the sixth annual report produced by 
the national programme on Substance 
Abuse Deaths. This annual report is 
different from the semi-annual surveillance 
reports in that it reports on deaths that 
actually occurred in 2004, even where 
inquests were completed in 2005. The 
report provides useful information that can 
help policy makers, such as the Department 
of Health, to assess the impact of service 
provision and other interventions on drug- 
related mortality. The demographic profile 
of cases remains consistent with last year’s 
report. The majority of cases were males 
(72%), under the age of 45 years (73%) and 
at least 70% of the sample was drug 
abuser/dependent, as defined by the 
Programme. 

Brighton & Hove recorded the highest 
annual death rate (21.8/100,000 population) 
in 2004. This rate is lower than in 2003 
(25.3) and in the two previous years. 
Liverpool reported the second highest 
annual death rate (15.8) in 2004. Further 
areas of concern with relatively high annual 
drug-related death rates include: Jersey 
(12.5); Blackpool and the Fylde (11.1); and 
Dumbarton (10.5). The increase in rates in 
some areas may be due, in part, to the 
establishment of local monitoring schemes 
for DRDs, e.g. in Liverpool, and greater 
awareness of the phenomenon. 

The City of London (0.0); Isles of Scilly 
(0.0); Cardiff & the Vale of Glamorgan (0.3); 


Jurisdictions with highest rates in 2004 

The following jurisdictions reported annual 
drug-related death rates higher than 
10/100,000 in 2004: Brighton & Hove (21.8); 
Liverpool (15.8); Jersey (12.5); Blackpool & 
the Fylde (11.1); and Dumbarton (10.5). Of 
these five areas, only Liverpool showed a 
significant increase over 2003 (up from 7.4). 

Jurisdictions with lowest rates in 2004 

The following jurisdictions reported annual 
drug-related death rates of less than 
1/100,000 in 2004: Ceredigion (0.0); City of 
London (0.0); Isles of Scilly (0.0); Cardiff & 
Vale of Glamorgan (0.3); Cornwall (0.5); 
Torbay & South Devon (0.5); Black Country 
(0.6); Surrey (0.7); Berkshire (0.8); 
Cheltenham (0.9); Powys (0.9); and 
Warwickshire (0.9). 


Cornwall (0.5); and Torbay & South Devon 
(0.5) recorded the lowest death rates in 
2004. 

On the whole, the present annual report has 
seen an 8% decrease in DRDs. Given that 
compliance rate (88%) of coroners is 
roughly in line the previous year, the 
reduction that we have observed may be 
real rather than a reflection of low reporting 
rates by the coroners concerned. Similarly, 
the number of DRDs in England and Wales 
using the broader ONS definition, the 
EMCDDA definition and the UK Drug 
Strategy peaked in 2000 and then fell in 
each of the three subsequent years (2001- 
3). It may well be therefore that the pattern 
in the total number of np-SAD deaths in 
2004 is a reflection of a real downward 
trend. It would seem that prevention 
initiatives introduced by Drug and Alcohol 
Action Teams and other agencies are 
making some desirable impact. 

The number and proportion of deaths due to 
intentional self-poisoning remained stable at 
35% in 2004. However, there was a slight 
rise in the proportion of accidental poisoning 
cases from 51% in 2003 to 56% in 2004. 
There appears to have been an increase in 
deaths directly caused by illicit drug 
poisoning, especially heroin/morphine. 
Conversely, there has been a small 
decrease in the proportion of fatalities due 
to traditionally prescribed psychoactive 
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compounds, e.g. antidepressants, 
hypnotics/sedatives, and opioid analgesics. 

The number of deaths due to 
heroin/morphine and opiates/opioids 
analgesics showed an increase. This 
change might be the result of more rigorous 
inquiries by np-SAD team members into 
deaths recorded simply as “opiate 
overdose”, “drug overdose” or “multiple 
drugs overdose”. Whatever, the reason, 
this reinforces our concern about the non 
negligible rates of polydrug use patterns 
and associated fatalities that involve 
heroin/morphine, methadone, other 
opiates/opioid analgesics and stimulants 
(i.e. cocaine and less so, amphetamines, 
with or without alcohol). 

In line with rates of fatalities related to 
consumption of all illicit drugs, cocaine- 
related deaths figures have remained 
substantially stable. It would seem that the 
fatal consequences of the growing 
widespread consumption of cocaine in the 
UK are now quite evident. Its more 
addictive derivative ‘crack’ is becoming 
more evident in terms of it being specifically 
mentioned in an increasing number of the 
forms returned to the np-SAD. Previous np- 
SAD surveillance reports have indicated a 


steady increase in cocaine-related deaths 
since 1997. Thorough investigation and 
urgent policy responses are now imperative. 

This year (2004) witnessed a decrease in 
the number of deaths involving ecstasy-type 
drugs. Eleven cases had these drugs solely 
implicated in death, which means that for 
about 38% of the 2004 ecstasy-related 
deaths the real cause of death was not 
attributable to polydrug abuse, but to 
ecstasy alone, thus confirming earlier 
research (Schifano et at, 2003). Another 
area of concern is fatalities due to 
methadone. Although the number of deaths 
in which methadone was the sole drug 
mentioned reported to the Programme fell 
by 13% in 2004, the numbers still remain 
significant for a substance which is primarily 
used in substitution treatment. Furthermore, 
diversion continues to be an important 
feature of methadone deaths, in that in up 
to 60% of such cases methadone 
prescribed for one individual has been 
consumed by another person. Fatalities 
which involve this compound as the sole 
drug continue to be significant, as does the 
issue of diversion, in such cases. We have, 
therefore, provided additional information on 
this issue for health professionals (Corkery 
et at, 2004). 


IX A closer look - comparisons with other databases 


Making comparisons with comparable 
databases 

In this report, data obtained from coroners 
in England and Wales were compared to 
the most recent data published by the Office 
for National Statistics (Griffiths, 2005) and 
the Drug Abuse Warning Network 
(SAMHSA, 2005). The objective of this 
comparison is to identify the difference in 
drug-related death distribution between np- 
SAD data and other registers’ (ONS and 
DAWN) most recent data. 

International differences in the pattern of 
drug-related mortality may reflect varying 
definitions of what constitutes a drug-related 
death, level of access to healthcare, 
differing patterns and history of drug use, 
varying approaches to and rates of autopsy, 
as well as differences in the accuracy and 
use of toxicology, etc. 


The ONS publishes its annual mortality 
figures on drug-related poisonings in 
February each year for the year ending 14 
months earlier. The ONS database of drug- 
related poisoning deaths contains all 
relevant deaths in England and Wales from 
1993 where the underlying cause of death 
is assigned to given criteria of International 
Classification of Diseases (ICD) codes. The 
10th revision (WHO, 1992) has been in use 
across the UK since the beginning of 2001. 
The data are entered in such a way that 
deaths can be sorted, counted and 
analysed according to any substances 
mentioned on the death certificate. 

The ONS identifies a number of problems 
associated with quantifying deaths from 
specific drugs. Coroners may specify the 
drugs implicated in the death in the ‘cause 
of death’ section of the coroner’s certificate 
of death. However, such information is not 
always recorded by the coroner or is 
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recorded only in the broadest terms, e.g., 
‘drug overdose’ which is the only description 
for around 10% of ONS cases. 
Furthermore, deaths often involve a mixture 
of substances used in combination with 
alcohol. Where more than one substance is 
recorded, there is no indication of which 
substance is more likely to be the cause of 
death. The ONS is therefore unable to 
provide precise figures on the number of 
deaths that can be attributed to specific 
substances from the data collected at death 
registration. ONS estimates of the number 
of deaths due to specific drugs are therefore 
based on the number of deaths where the 
underlying cause of death was drug-related 
and where the drug is mentioned on the 
coroner’s certificate. The figures presented, 
therefore, should be seen as an estimate of 
the numbers of deaths associated with 
particular substances, rather than the exact 
number directly due to these substances. 

The General Register Office for Scotland 
(GROS) compiles statistics on drug-related 
deaths in Scotland. The author of the most 
recent report (GROS, 2005) has kindly 
granted permission to reproduce his report 
in the present report (see Annex AR4). The 
statistics from Scotland are derived from 
details of death registrations and 
information obtained from forensic 
pathologists on all deaths involving drugs or 
persons known or suspected to be drug- 
dependent. The reporting system in 
Scotland differs from np-SAD in that deaths 
from natural causes are rarely reported to 
the coroners in England and Wales and 
therefore would not feature substantially in 
the np-SAD surveillance. Throughout the 
annual report, reference has been made to 
the statistics from Scotland, as appropriate. 
The International Centre for Drug Policy 
also maintains a data capture system of 
deaths of addicts notified to the Home 
Office. This register monitors mortality 
among notified addicts since 1967 (see 
below). 

In the UK, annual statistics using a uniform 
definition of drug-related deaths across 
England & Wales, Scotland and Northern 
Ireland were introduced for the UK Drug 
Strategy in 2001. These are published for 
England and Wales by the ONS, and for 
Scotland by the GROS. This definition 
relies mainly on the ICD-10 codes FIX 
(excluding F10 and FI7); and X40-44; X60- 
X64 and Y10-Y14 where a drug controlled 
under the Misuse of Drugs Act 1971 was 


mentioned on the death certificate - see 
Griffiths (2005) for full details. The following 
categories of death have been excluded: 
deaths due to secondary infection and 
relevant complications; deaths due to AIDS 
where the risk factor was believed to be 
sharing of needles; deaths from road traffic 
and other accidents which occurred under 
the influence of drugs; and deaths involving 
certain compound analgesics that contain 
drugs controlled under the Misuse of Drugs 
Act 1971. 

This definition is a much narrower one than 
the ONS definition (see above). The 
exclusion of compound analgesics such as 
co-proxamol, co-dydramol and co-codamol 
that contain dextropropoxyphene, 
dihydrocodeine and codeine sulphate 
respectively leads to a much lower estimate 
of drug-related deaths. From our clinical 
experience, drug abusers consume these 
compound analgesics in large doses mainly 
because of the abuse potential of the 
psychoactive components, ease of 
availability and lower price compared to 
illicit heroin. 

The use of ICD-10 FIX codes relies mainly 
on the coroners’ verdict of drug 
dependence/non-dependent abuse of 
drugs. As previously stated, there are many 
other cases of deaths that would have met 
these ICD-10 criteria but were not reported 
to the coroners in England and Wales 
because these cases were of natural 
causes. These limitations may be 
addressed only if a valid surveillance 
system is to be adopted. 

In the USA, the Department of Health and 
Human Services publishes annual reports 
on drug abuse-related Medical Examiner 
cases collected through the Drug Abuse 
Warning Network (DAWN), a reporting 
system in many ways comparable to the np- 
SAD itself. The Office of Applied Statistics, 
within the Substance Abuse and Mental 
Health Services Agency, is responsible for 
the operation of DAWN data collection and 
for the publication of the report. DAWN is 
an ongoing drug abuse data collection 
system. The New DAWN is a public health 
surveillance system that monitors drug- 
related hospital emergency department 
(ED) visits and drug-related deaths to track 
the impact of drug use, misuse, and abuse 
in the U.S. 

Virtually every feature of DAWN, except its 
name, changed in 2003. The latest DAWN 
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report Mortality Data from the Drug Abuse 
Warning Network, 2003 was published at 
the beginning of this year (SAMHSA, 2005). 
The purpose of this publication is to profile 
the drug-related deaths reported to DAWN 
by participating medical examiners and 
coroners (ME/Cs) for 2003. The medical 
examiners participate in DAWN on a 
voluntary basis. DAWN mortality data for 
2003 are not comparable to those for any 
prior years. For 2003, 122 jurisdictions in 35 
metropolitan areas and 6 States submitted 
mortality data to DAWN. The 35 
metropolitan areas ranged in size from 
Fargo (population 179,121), to New York- 
Newark-Edison (population 18,640,775). 
Among the areas, the response rate varied 
from 8% of jurisdictions in Louisville and 
Dallas-Fort Worth-Arlington to 100% in 9 
metropolitan areas and the 6 States. 
Population coverage exceeded 90% in 13 
metropolitan areas. 

One of the most important features of the 
new DAWN is its wide definition of a case. 
A DAWN case is any death related to recent 
drug use; the relationship between the 
death and the drug need not be causal - the 
drug needs only to be implicated in the 
death. The case criteria are intended to be 
broad and inclusive and to have few 
exceptions. DAWN cases are found through 
a retrospective review of decedent case 
files in each participating death investigation 
jurisdiction. Broad criteria take into account 
the fact that documentation may vary in 
clarity and comprehensiveness across 
jurisdictions and among medical examiners 
and coroners. Broad criteria minimise the 
potential for judgments that could cause 
data to vary systematically and 
unexpectedly across reporters and 
jurisdictions. In addition, broad criteria are 
designed to capture a very diverse set of 
drug-related cases, which can be 
aggregated and disaggregated to serve a 
variety of analytical purposes and the 
interests of multiple audiences. New 
DAWN also includes deaths related to the 
use of drugs for legitimate therapeutic 
purposes. In 2003, DAWN cases include 
deaths directly caused by drug use, misuse, 
or abuse, as well as deaths where the drug 
use, misuse, or abuse contributed to the 
death but did not cause it. Also included are 
deaths where a drug was simply implicated 
(presumed to be related to the death) and 
deaths where the drug’s involvement was 
not well defined. To standardise the 
heterogeneous mix of DAWN cases, each 
case is assigned to one of seven case- 


types, hierarchically. The case-types are: 
suicide; homicide by drug; accidental 
ingestion; adverse reaction; over¬ 
medication; all other accidental; and could 
not be determined. 

Findings from the 2004 np-SAD analyses 
were compared with those from the Office 
of National Statistics (Griffiths, 2005) and 
the new Drug Abuse Warning Network 
(DAWN) published in the USA (SAMHSA, 
2005). 

ONS deaths for 2003 

The Office for National Statistics (ONS) 
published the 2003 statistics of deaths 
related to drug poisoning in England and 
Wales in February 2005 (Griffiths, 2005). 
Altogether, 2,445 deaths, where drug 
poisoning was the underlying cause were 
reported. This is a reduction of about 9% 
over the previous year and follows an 8% 
drop in 2001. Although, like the np-SAD the 
ONS has adopted the use of the ICD-10 
classification, the ONS reporting system is 
still different from the np-SAD in some 
respects. According to the ONS, the data 
reported could be inflated, given that 
multiple drug mentions were counted as 
single episodes, i.e., each drug episode 
may be counted more than once. 

Secondly, the np-SAD determines cases by 
using criteria that do not permit double 
counting. Thirdly, the np-SAD collects data 
on whether the cases were prescribed 
particular drugs, which may or may not be 
implicated in death. Furthermore, the np- 
SAD collects data on drugs present at post 
mortem, which reduces the ambiguity in 
interpreting non-specific ‘drug overdose’ 
causes reported by coroners. 

A meaningful comparison of np-SAD and 
ONS data can, therefore, be conducted only 
on selected multiple drug mentions without 
alcohol. The drugs considered in this review 
are heroin/morphine, antidepressants, 
methadone, cocaine, ecstasy-type drugs, 
cannabis, GHB, and hypnotics/sedatives. 
Opiate/opioid analgesics were excluded 
because of the narrow range of drugs in this 
therapeutic class that was given. 
Furthermore, those included were classified 
as paracetamol including compounds in the 
ONS report. 

In the selected drug categories, there were 
1,589 single drug mentions in the 2003 
ONS data (out of a total of 2685 cases) 
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compared to 367 in the np-SAD 2003 data 
(out of a total of 1,642 cases). The 
distribution of drug mentions in both 
registers was similar in many respects 
except in the case of antidepressants. The 
ONS reported a lower proportion of 
antidepressant mentions [424/2685 vs. 
414/1642] (17% vs., 22%: PR = 0.62, 95% 
Cl = 0.56-0.71). 

DAWN 

Drug-related death distributions for 2003 
from DAWN and np-SAD metropolitan area 
(MA) profiles were compared. Data from a 
sample of 15 metropolitan areas with a 
minimum of 2 million inhabitants covered by 
DAWN, and from jurisdictions covering 
Greater London, Greater Manchester, the 
West Midlands and West Yorkshire 
metropolitan counties, were used in this 
comparison. There were 6,117 cases 
reported in the DAWN MA profile, compared 
to 497 cases in the np-SAD profile. It was 
necessary to conduct a secondary analysis 
of the published DAWN data; raw data for 
np-SAD were available for examination. 


Manner of death 

The proportion of accidental deaths in the 
np-SAD profile (61%) was similar to that in 
DAWN (59%). The proportion of suicide 
cases in the np-SAD profile (16%) was also 
similar to that in the DAWN profile (13%). 
The differences between the two databases 
are due to 4% of the DAWN cases being 
ascribed to ‘over-medication’, a category 
which is not used by the np-SAD. 

Age and gender 

No published information on the number of 
DAWN cases by age and gender was 
available. Therefore, a comparison of drug- 
related death rates per million population 
was made. This showed that DAWN rates 
for drug misuse were 142.4 for males and 
56.3 for females, compared to 38.8 and 9.4 
for the np-SAD sample. For suicide, the 
DAWN rates were 20.3 for males and 13.1 
for females; the np-SAD rates were 10.0 
and 10.4 respectively. 

The rates for drug-related deaths per million 
population by age-group also showed 
generally higher figures for the DAWN 
sample when compared to the np-SAD 
cases for drug misuse. However, suicide 
rates appeared much closer (Table 9). 


Table 9: Comparison between age and gender drug-related death rates per million 
population for DAWN and np-SAD data for metropolitan areas, by intention, 2003 


Intention 

Category 

DAWN 

np-SAD 

Total 


6,117 

497 





Drug misuse 




Gender 

Male 

142.4 

38.8 


Female 

56.3 

9.4 

Age-group 

Under 21 

15.2 

4.1 


21 to 34 

111.7 

54.5 


35 to 54 

205.5 

47.0 


Over 54 

42.4 

4.1 





Suicide 




Gender 

Male 

20.3 

10.0 


Female 

13.1 

10.4 

Age-group 

Under 21 

2.4 

0.5 


21 to 34 

17.7 

12.7 


35 to 54 

29.9 

23.2 


Over 54 

17.1 

10.0 
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Substances implicated in death 

The substances most frequently implicated 
in death as reported by the DAWN and np- 
SAD samples are presented graphically in 
Figures 6 and 7. For drug misuse deaths, 
the DAWN sample displayed higher 
proportions for alcohol, anti-depressants, 
cocaine and other opiates, but a lower 
proportion for heroin/morphine. These 
results for opiates may result either from 
heroin/morphine being more involved in np- 
SAD deaths and other opiates/opioid 
analgesics in DAWN deaths or from np- 
SAD making more extensive inquiries about 
opiate involvement in deaths. The literature 
suggests that there is concern about the 
misuse of opioid analgesics in the US. Also 
of note is the much higher presence of 
cocaine in the DAWN drug misuse deaths, 
reflecting its prevalence in the US. In both 
samples alcohol, opiates (including 
heroin/morphine) and cocaine dominate the 
picture. 


The patterns for suicide deaths are 
somewhat different to those for drug 
misuse. Again there are similarities 
between the two samples: the higher rates 
for anti-depressants, other opiates/opioid 
analgesics, alcohol and 

hypnotics/sedatives. This profile is to be 
expected for suicide cases. The 
proportions for these and other drugs are 
much closer in this sub-sample than for 
drug misuse deaths. What is evident 
though from these figures is the role of 
polypharmacy in deaths - whether 
intentional or accidental. The principal 
drugs mentioned here all contribute, 
individually and cumulatively to respiratory 
depression - and death. 

In many ways, these samples show similar 
profiles - especially in manner of deaths 
and substances implicated in death. 
Generally speaking, DRD rates per million 
population are much higher in the US than 
in England, especially for drug misuse 
cases. 


Figure 6: Substances implicated in drug misuse deaths - comparison of np-SAD and 
DAWN metropolitan areas, 2003 
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Figure 7: Substances implicated in suicide deaths - comparison of np-SAD and DAWN 
metropolitan areas, 2003 
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Annex AR1: np-SAD cases in 2004 by underlying 
cause(s) of death 


ICD-10 

No. of 

cases 
(n = 1372) 

% 

Description 

X41 

64 

4.7 

Accidental poisoning by & exposure to 
antiepileptic, sedative-hypnotic, anti¬ 
parkinsonism and psychotropic drugs, not 
elsewhere classified 

X42 

553 

40.3 

Accidental poisoning by & exposure to 
narcotics and psychodyslectics 
(hallucinogens), not elsewhere classified 

X43 

1 

0.1 

Accidental poisoning by & exposure to other 
drugs acting on the autonomic nervous 
system 

X44 

1 

0.1 

Accidental poisoning by & exposure to other 
and unspecified drugs, medicaments and 
biological substances 

X45 

2 

0.1 

Accidental poisoning by & exposure to 
alcohol 

X47 

1 

0.1 

Accidental poisoning by & exposure to gases 
and vapours 

X61 

118 

8.6 

Intentional self-poisoning by & exposure to 
antiepileptic sedative-hypnotic, 
antiparkinsonism and psychotropic drugs, not 
elsewhere classified 

X62 

130 

9.5 

Intentional self-poisoning by & exposure to 
narcotics and psychodyletics (hallucinogens), 
not elsewhere classified 

X63 

1 

0.1 

Intentional self-poisoning by & exposure to 
other drugs acting on the autonomic nervous 
system 

X64 

1 

0.1 

Intentional self-poisoning by & exposure to 
other and unspecified drugs, medicaments 
and biological substances 

X67 

1 

0.1 

Intentional self-poisoning by exposure to 
gases and vapours 

X70 

24 

1.7 

Intentional hanging 

X71 

1 

0.1 

Intentional drowning 

T40.1 

12 

0.9 

Heroin overdose 

T40.2 

2 

0.1 

Opioid overdose 

T40.3 

1 

0.1 

Methadone overdose 

T40.4 

2 

0.1 

Poisoning by synthetic opioid analgesics 

T40.5 

1 

0.1 

Cocaine overdose 

T43.0 

1 

0.1 

Tricyclic antidepressant overdose 

T43.5 

1 

0.1 

Antipsychotics, other overdose 

T43.6 

2 

0.1 

Psychostimulant overdose (e.g. 
amphetamine) 

T50.9 

1 

0.1 

Other drug overdose 

T51.9 

4 

0.3 

Alcohol, unspecified overdose 

Z72.1 

1 

0.1 

Alcohol abuse personal history 

Z72.2 

2 

0.1 

Drug abuse personal history 
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ICD-10 

No. of 

cases 
(n = 1372) 

% 

Description 




Mental and behavioural disorders due to 




psychoactive drug use 

FI 0.2 

1 

0.1 

Chronic alcoholism 

F11.0 

2 

0.1 

Intoxication with opiates 

FI 9.1 

4 

0.3 

Harmful use - multiple other 

FI 9.2 

2 

0.1 

Dependence - other 

Y11 

73 

5.3 

Open verdict poisoning by antiepileptic/ 




sedatives/ antiparkinsonism drugs 

Y12 

81 

5.8 

Open verdict poisoning by 




narcotics/psychodyslectics 

T58 

1 

0.1 

Asphyxiation from toxic effects of carbon 




monoxide 

X09 

1 

0.1 

Inhalation of smoke & fumes 

T17.9 

33 

2.4 

Aspiration of gastric contents 

T70.1 

2 

0.1 

Plastic bag asphyxiation 

T71 

3 

0.1 

Asphyxiation including suffocation by 




strangulation (hanging) excludes J80, T17, & 




T59 

R09.0 

4 

0.3 

Asphyxia general 




Drowning & immersion 

W66 

1 

0.1 

Whilst in natural water 

W70 

1 

0.1 

Following fall into natural water 

W71 

7 

0.5 

Intentional 

W74 

1 

0.1 

Unspecified 




Injuries 

S06.8 

1 

0.1 

Haemorrhagic skull 

S09.9 

2 

0.1 

Head injuries unspecified 

S29.9 

2 

0.1 

Injury (unspecified) of thorax 

S39.8 

1 

0.1 

Injury (specified) of abdomen, lower back or 




pelvis 

T07 

14 

1.0 

Multiple injuries, unspecified 

T98.2 

1 

0.1 

Sequelae of other specified injuries of upper 




limb 




Cardiovascular system - diseases, defects or 




conditions affecting 

105.9 

1 

0.1 

Mitral valve disease, unspecified 

121.9 

3 

0.2 

Myocardial infarction, unspecified 

126.9 

4 

0.3 

Pulmonary embolism 

133 

2 

0.1 

Acute endocarditis 

135.8 

1 

0.1 

Non-rheumatic aortic valve disorder, other 

140.9 

1 

0.1 

Acute myocarditis 

146.1 

1 

0.1 

Sudden cardiac death 

150.9 

4 

0.3 

Cardiac failure, unspecified 

151.8 

2 

0.1 

Heart diseases 

161.9 

2 

0.1 

Inter-cerebral haemorrhage 

R09.2 

54 

3.9 

Cardio-respiratory failure/arrest 

R58 

10 

0.7 

Haemorrhage, not elsewhere classified 

A41.2 

2 

0.1 

Septicaemia due to unspecified 




staphylococcus 

A41.9 

8 

0.6 

Septicaemia, unspecified 

R02 

1 

0.1 

Gangrene, not elsewhere specified 




Diseases of the liver 

K70.1 

1 

0.1 

Alcoholic hepatitis 

K71.1 

1 

0.1 

Hepatic necrosis 

K72.9 

3 

0.2 

Hepatic failure, unspecified 
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ICD-10 

No. of 

cases 
(n = 1372) 

% 

Description 

J18 

22 

1.6 

Diseases of the respiratory system 
Bronchopneumonia 

J18.1 

1 

0.1 

Lobar pneumonia 

J18.9 

6 

0.4 

Pneumonia, unspecified 

J45.9 

1 

0.1 

Bronchial asthma 

J69.0 

14 

1.0 

Aspiration pneumonia 

J70.2 

1 

0.1 

Acute drug induced institial lung disorders 

J80 

2 

0.1 

Adult respiratory distress syndrome 

J81 

7 

0.5 

Pulmonary oedema or congestion 

J96.9 

26 

1.9 

Respiratory depression or failure 

G40.5 

2 

0.1 

Other 

Epileptic seizures related to alcohol 

G97.8 

7 

0.5 

Cerebral hypoxia, unspecified 

N14.0 

1 

0.1 

Drug & heavy metal induced tubulo- 

R96 

1 

0.1 

insterstitial tubular conditions, analgesic 
nephropathy 

Sudden adult death syndrome 

W26 

3 

0.2 

Contact with knife etc (stab wound) 

R99 

13 

0.9 

Unascertained 


Where possible causes of death have been grouped together in terms of the mechanisms of 
death. At present, although all causes of death on the death certificate (together with other 
information if available) are taken into consideration in classifying underlying cause of death, the 
principal cause of death is used here to allocate the ICD-10 code. 

This year, in order to achieve a greater level of consistency, a hierarchical system has been 
introduced for classifying the underlying cause of death using ICD-10 criteria for deaths involving 
multiple substances. Deaths that involve a combination of narcotics and other psychoactive 
drugs are coded as narcotic deaths. Where possible a code which specifies intentionality is 
used. As a consequence of these slight changes in methodology, care should be taken when 
comparing this year’s figures with those of previous years. 
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Annex AR2: np-SAD cases in 2004 by coroner’s district 
of jurisdiction (16 years old and over) and 
deaths in 2003 reported in 2004/5 


Coroner’s Jurisdiction & county 
district 

np-SAD 

deaths 

Jan-Dec 2004 

Annual death 
rate per 
100,000 
population (1) 

np-SAD 2003 
deaths reported 
in 2004/5 <2) 

Queen's Household 

0 

0.00 

0 

ENGLAND 




AVON 

21 

2.56 

0 

BEDFORDSHIRE 

27 

5.95 

0 

BERKSHIRE 

5 

0.78 

0 

BUCKINGHAMSHIRE 




Buckinghamshire 

10 

2.64 

9 

Milton Keynes 

4 

2.36 

11 

CAMBRIDGESHIRE 




North & East Cambridgeshire 

3 

2.28 

0 

Peterborough 

5 

3.99 

1 

South & West Cambridgeshire 

13 

3.85 

0 

CHESHIRE 

25 

3.13 

1 

CORNWALL 




Cornwall 

2 

0.47 

0 

Isles of Scilly 

0 

0.00 

0 

CUMBRIA 




North Eastern Cumbria 

10 

5.99 

1 

Southern Cumbria & Furness 

4 

2.82 

0 

Western Cumbria 

1 

1.04 

0 

DERBYSHIRE 




Derby & South Derbyshire 

16 

3.42 

0 

Scarsdale (including High Peak) 

16 

4.97 

0 

DEVON 




Exeter & Greater Devon 

18 

3.76 

1 

Plymouth & South West Devon 

- 

- 

0 

Torbay & South Devon 

1 

0.51 

0 

DORSET 




Bournemouth, Poole & Eastern 

Dorset 

22 

5.56 

0 

Western Dorset 

5 

2.72 

0 

DURHAM 




Darlington & South Durham 

7 

3.17 

1 

North Durham 

4 

1.52 

0 

ESSEX 




Essex & Thurrock 

12 

1.14 

3 

Southend & South East Essex 

4 

1.42 

0 

EAST SUSSEX 




Brighton & Hove 

46 

21.84 

0 

East Sussex 

23 

5.68 

2 

GLOUCESTERSHIRE 




Cheltenham 

2 

0.85 

0 

Gloucester 

5 

2.19 

1 
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Coroner’s Jurisdiction & county 
district 

np-SAD 

deaths 

Jan-Dec 2004 

Annual death 
rate per 
100,000 
population (1) 

np-SAD 2003 
deaths reported 
in 2004/5 (2) 

GREATER MANCHESTER 




Manchester 

4 

1.14 

0 

North Manchester 

21 

4.42 

0 

South Manchester 

22 

3.87 

5 

West Manchester 

9 

1.43 

1 

HAMPSHIRE 




Central Hampshire 

14 

5.16 

0 

North East Hampshire 

18 

5.86 

0 

Portsmouth & South East Hampshire 

21 

4.75 

14 

Southampton & New Forest 

25 

7.72 

1 

HEREFORDSHIRE (now with 

- 

- 

0 

WORCESTERSHIRE) 




HERTFORDSHIRE 

44 

5.31 

0 

HUMBERSIDE 




East Riding & Hull 

18 

6.77 

4 

ISLE OF WIGHT 

- 

- 

2 

KENT 




Central & South East Kent 

7 

2.72 

0 

Mid Kent & Medway 

14 

6.71 

2 

North East Kent 

- 

- 

- 

North West Kent 

- 

- 

- 

LANCASHIRE 




Blackburn, Hyndburn & Ribble Valley 

6 

2.79 

0 

Blackpool & the Fylde 

20 

11.14 

2 

East Lancashire 

15 

7.86 

0 

Preston & West Lancashire 

27 

4.80 

3 

LEICESTERSHIRE 




Leicester City & South Leicestershire 

- 

- 

- 

Rutland & North Leicestershire 

5 

1.42 

0 

LINCOLNSHIRE 




Boston & Spalding 

3 

2.65 

0 

North Lincolnshire & Grimsby 

- 

- 

- 

Spilsby & Louth 

- 

- 

- 

Stamford 

- 

- 

- 

West Lincolnshire 

14 

6.70 

1 

LONDON 




City of London 

0 

0.00 

0 

Eastern London 

11 

1.27 

0 

Inner North London 

27 

4.12 

4 

Inner South London 

20 

2.50 

1 

Inner West London 

11 

1.48 

0 

Northern London 

37 

3.52 

0 

Southern London 

16 

1.94 

0 

Western London 

12 

1.16 

0 

MERSEYSIDE 




Knowsley, St Helens & Sefton 

19 

3.91 

4 

Liverpool 

57 

15.77 

1 

Wirral 

8 

3.18 

1 

NORFOLK 




Great Yarmouth 

- 

- 

- 

Kings Lynn 

3 

2.62 

0 

Norwich & Central Norfolk 

36 

7.45 

13 

NORTHAMPTONSHIRE 

7 

1.36 

0 
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Coroner’s Jurisdiction & county 
district 

np-SAD 

deaths 

Jan-Dec 2004 

Annual death 
rate per 
100,000 
population (1) 

np-SAD 2003 
deaths reported 
in 2004/5 (2) 

NORTHUMBERLAND 




North Northumberland 

5 

5.29 

0 

South Northumberland 

5 

3.11 

0 

NORTH YORKSHIRE 




North Yorkshire Eastern 

2 

1.00 

0 

North Yorkshire Western 

9 

3.32 

1 

York 

- 

- 

- 

NOTTINGHAMSHIRE 

16 

1.91 

0 

OXFORDSHIRE 

8 

1.60 

0 

SHROPSHIRE 




Mid & North Shropshire 

4 

2.56 

0 

South Shropshire 

- 

- 

- 

The Wrekin 

4 

3.16 

0 

SOMERSET 




Eastern Somerset 

5 

2.37 

0 

Western Somerset 

11 

5.39 

0 

SOUTH YORKSHIRE 




South Yorkshire East 

11 

2.54 

3 

South Yorkshire West 

30 

5.02 

3 

STAFFORDSHIRE 




South Staffordshire 

24 

5.00 

1 

Stoke-on-Trent & North Staffordshire 

21 

5.67 

1 

SUFFOLK 




Greater Suffolk 

14 

3.73 

1 

Lowestoft 

6 

3.39 

0 

SURREY 

6 

0.70 

1 

TEESSIDE 




Hartlepool 

- 

- 

- 

Teesside 

22 

5.97 

2 

TYNE & WEAR 




Gateshead & South Tyneside 

15 

5.39 

0 

Newcastle-upon-Tyne 

5 

2.26 

13 

North Tyneside 

4 

2.57 

0 

Sunderland 

- 

- 

- 

WARWICKSHIRE 

4 

0.94 

0 

WEST MIDLANDS 




Birmingham 

27 

2.91 

1 

Black Country 

4 

0.60 

0 

Coventry 

4 

1.65 

2 

Wolverhampton 

4 

2.09 

4 

WEST SUSSEX 

31 

5.01 

15 

West YORKSHIRE 




West Yorkshire Eastern 

55 

6.55 

7 

West Yorkshire Western 

35 

4.19 

3 

WILTSHIRE 

7 

1.40 

4 

WORCESTERSHIRE 

24 

5.36 

0 
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Coroner’s Jurisdiction & county 
district 

np-SAD 

deaths 

Jan-Dec 2004 

Annual death 
rate per 
100,000 
population (1) 

np-SAD 2003 
deaths reported 
in 2004/5 (2) 

WALES 




Bridgend & Glamorgan Valleys 

8 

2.39 

7 

Cardiff & the Vale of Glamorgan 

1 

0.28 

5 

Carmarthenshire 

6 

4.16 

0 

Central North Wales 

- 

- 

- 

Ceredigion 

0 

0.00 

1 

Gwent 

10 

2.26 

3 

Neath & Port Talbot 

8 

7.26 

0 

North East Wales 

- 

- 

0 

North West Wales 

5 

3.30 

0 

Pembrokeshire 

2 

2.12 

0 

Powys 

1 

0.94 

0 

Swansea 

- 

- 

- 

NORTHERN IRELAND 




Armagh 

- 

- 

- 

East Tyrone 

- 

- 

- 

Fermanagh & Omagh 

- 

- 

- 

Greater Belfast 

- 

- 

- 

Londonderry 

- 

- 

- 

North Antrim 

- 

- 

- 

THE ISLANDS 




GUERNSEY 

4 

8.17 

0 

JERSEY 

9 

12.46 

0 

ISLE OF MAN 

1 

1.62 

0 

SCOTLAND 




ARGYLL & CLYDE 




Dumbarton 

10 

10.54 

0 


Please note that (0) refers to either no drug-related deaths or death rates of less than 0.01, 
whilst (-) indicates that no reports were submitted for the specific period from that jurisdiction. 

In subsequent reports these rates may increase as more inquests on deaths in 2004 are held 
and/or notified to the np-SAD. These rates should therefore be regarded as minimum rates. 

(1) The rate per 100,000 population is based on published mid-year population estimates for 
local government administrative areas for the years in question. However, the areas 
covered by 28 of the coroners' jurisdictions in England and Wales, as well as the area 
covered by the Procurators Fiscal region in Dumbarton, are not co-terminus with these 
boundaries and cover parts of such areas (see Appendix 1). Where administrative areas 
are split between jurisdictions, the estimated population has been divided into two or three 
as applicable. However, this means that the population of some coroners' jurisdictions may 
be either over- or under-estimated. It is necessary to make such assumptions until more 
accurate figures can be obtained or calculated. Data for High Peak have been incorporated 
with those for Scarsdale. Data for Herefordshire are also submitted now together with those 
for Worcestershire. Data for deaths in York that occurred in 2004 were received after the 
cut-off date for this report but will be included in the relevant tables in next annual report 

(2) Notified after the publication of the np-SAD Annual Report, 2004. 
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Annex AR3: Changes in annual death rate per 100,000 
population for np-SAD cases (16 years old 
and over), and annual percentage of all 
inquests held, 2003 and 2004 


Coroner’s Jurisdiction & 
county district 

Number 
of np- 
SAD 
deaths 
2003 

Annual 
death 
rate per 
100,000 
populati 
on 

2003 (1) 

Annual 
% of all 
inquests 
held in 
2003 <2) 

Number 
of np- 
SAD 
deaths 
2004 

Annual 
death 
rate per 
100,000 
populati 
on 

2004 (1) 

Annual 
% of all 
inquests 
held in 
2004 (2) 

Queen's Household 

0 

0.00 

0.00 

0 

0.00 

0.00 

ENGLAND 







AVON 

37 

4.78 

7.68 

21 

2.56 

4.05 

BEDFORDSHIRE 

27 

6.31 

12.92 

27 

5.95 

14.29 

BERKSHIRE 

13 

2.50 

5.24 

5 

0.78 

1.78 

BUCKINGHAMSHIRE 







Buckinghamshire 

16 

3.56 

8.65 

10 

2.64 

6.02 

Milton Keynes 

11 

6.91 

13.75 

4 

2.36 

3.74 

CAMBRIDGESHIRE 







North & East Cambridgeshire 

3 

2.38 

3.66 

3 

2.28 

3.45 

Peterborough 

10 

8.42 

12.50 

5 

3.99 

5.68 

South & West 

Cambridgeshire 

12 

3.83 

6.67 

13 

3.85 

6.81 

CHESHIRE 

22 

2.90 

4.23 

25 

3.13 

4.79 

CORNWALL 







Cornwall 

2 

0.50 

0.65 

2 

0.47 

0.59 

Isles of Scilly 

0 

0.00 

0.00 

0 

0.00 

0.00 

CUMBRIA 







North Eastern Cumbria 

7 

4.47 

6.67 

10 

5.99 

7.52 

Southern Cumbria & Furness 

9 

6.65 

5.08 

4 

2.82 

2.44 

Western Cumbria 

7 

7.73 

9.21 

1 

1.04 

1.47 

DERBYSHIRE 







Derby & South Derbyshire 

15 

3.38 

7.43 

16 

3.42 

6.90 

Scarsdale (including High 
Peak) 

21 

6.86 

6.42 

16 

4.97 

6.35 

DEVON 







Exeter & Greater Devon 

14 

3.11 

4.76 

18 

3.76 

5.33 

Plymouth & South West 

Devon 

6 

2.40 

1.51 

“ 

“ 


Torbay & South Devon 

8 

5.27 

6.67 

1 

0.51 

0.69 

DORSET 







Bournemouth, Poole & 

Eastern Dorset 

14 

3.69 

10.00 

22 

5.56 

12.87 

Western Dorset 

7 

4.03 

7.69 

5 

2.72 

5.75 

DURHAM 







Darlington & South Durham 

7 

3.35 

6.19 

7 

3.17 

5.56 

North Durham 

3 

1.21 

1.99 

4 

1.52 

1.61 

ESSEX 







Essex & Thurrock 

16 

1.61 

3.62 

12 

1.14 

2.86 

Southend & South East 

Essex 

13 

5.19 

10.83 

4 

1.42 

3.51 
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Coroner’s Jurisdiction & 
county district 

Number 
of np- 
SAD 
deaths 
2003 

Annual 
death 
rate per 
100,000 
populati 
on 

2003 (1) 

Annual 
% of all 
inquests 
held in 
2003 (2) 

Number 
of np- 
SAD 
deaths 
2004 

Annual 
death 
rate per 
100,000 
populati 
on 

2004 (1) 

Annual 
% of all 
inquests 
held in 
2004 (2) 

EAST SUSSEX 







Brighton & Hove 

51 

25.30 

31.48 

46 

21.84 

27.06 

East Sussex 

36 

9.32 

12.81 

23 

5.68 

7.35 

GLOUCESTERSHIRE 







Cheltenham 

4 

1.81 

2.80 

2 

0.85 

1.31 

Gloucester 

14 

6.49 

10.37 

5 

2.19 

4.17 

GREATER MANCHESTER 







Manchester 

36 

10.99 

6.49 

4 

1.14 

0.76 

North Manchester 

18 

4.02 

4.76 

21 

4.42 

5.38 

South Manchester 

30 

5.57 

5.61 

22 

3.87 

3.94 

West Manchester 

14 

2.36 

3.29 

9 

1.43 

2.12 

HAMPSHIRE 







Central Hampshire 

2 

0.78 

1.20 

14 

5.16 

10.45 

North East Hampshire 

8 

2.74 

6.35 

18 

5.86 

18.18 

Portsmouth & South East 
Hampshire 

23 

5.48 

10.03 

21 

4.75 

7.58 

Southampton & New Forest 

23 

7.48 

13.45 

25 

7.72 

12.82 

HEREFORDSHIRE (now 
with WORCESTERSHIRE) 

3 

2.18 

3.26 

- 

- 

- 

HERTFORDSHIRE 

40 

5.06 

11.14 

44 

5.31 

11.31 

HUMBERSIDE 







East Riding & Hull 

23 

5.26 

10.00 

18 

6.77 

6.47 

ISLE OF WIGHT 

3 

2.80 

3.49 

- 

- 

- 

KENT 







Central & South East Kent 

2 

0.82 

1.33 

7 

2.72 

4.00 

Mid Kent & Medway 

21 

5.48 

10.82 

14 

6.71 

6.19 

North East Kent 

- 

- 

- 

- 

- 

- 

North West Kent 

0 

0.00 

0.00 

- 

- 

- 

LANCASHIRE 







Blackburn, Hyndburn & 

Ribble Valley 

3 

1.49 

1.65 

6 

2.79 

3.51 

Blackpool & the Fylde 

19 

11.11 

13.29 

20 

11.14 

14.93 

East Lancashire 

25 

13.87 

18.94 

15 

7.86 

10.95 

Preston & West Lancashire 

20 

3.77 

6.37 

27 

4.80 

7.63 

LEICESTERSHIRE 







Leicester City & South 
Leicestershire 

- 

- 

- 

- 

- 

- 

Rutland & North 

Leicestershire 

- 

- 

- 

5 

1.42 

2.73 

LINCOLNSHIRE 







Boston & Spalding 

13 

12.09 

16.67 

3 

2.65 

4.29 

North Lincolnshire & Grimsby 

1 

0.42 

0.57 

- 

- 

- 

Spilsby & Louth 

0 

0.00 

0.00 

- 

- 

- 

Stamford 

1 

1.03 

5.88 

- 

- 

- 

West Lincolnshire 

9 

4.60 

6.87 

14 

6.70 

13.46 

LONDON 







City of London 

0 

0.00 

0.00 

0 

0.00 

0.00 

Eastern London 

15 

1.83 

3.77 

11 

1.27 

2.97 

Inner North London 

60 

9.72 

14.18 

27 

4.12 

6.24 
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Coroner’s Jurisdiction & 
county district 

Number 
of np- 
SAD 
deaths 
2003 

Annual 
death 
rate per 
100,000 
populati 
on 

2003 (1) 

Annual 
% of all 
inquests 
held in 
2003 (2) 

Number 
of np- 
SAD 
deaths 
2004 

Annual 
death 
rate per 
100,000 
populati 
on 

2004 (1) 

Annual 
% of all 
inquests 
held in 
2004 (2) 

Inner South London 

33 

4.33 

7.24 

20 

2.50 

3.78 

Inner West London 

34 

4.84 

9.16 

11 

1.48 

2.44 

Northern London 

30 

3.00 

6.51 

37 

3.52 

8.62 

Southern London 

12 

1.53 

4.05 

16 

1.94 

4.94 

Western London 

77 

7.84 

12.50 

12 

1.16 

1.99 

MERSEYSIDE 







Knowsley, St Helens & 

Sefton 

17 

3.70 

7.59 

19 

3.91 

7.57 

Liverpool 

25 

7.42 

6.35 

57 

15.77 

13.19 

Wirral 

16 

6.72 

7.11 

8 

3.18 

3.14 

NORFOLK 







Great Yarmouth 

0 

0.00 

0.00 

- 

- 

- 

Kings Lynn 

4 

3.68 

5.56 

3 

2.62 

3.30 

Norwich & Central Norfolk 

25 

5.45 

11.79 

36 

7.45 

14.40 

NORTHAMPTONSHIRE 

27 

5.58 

12.00 

7 

1.36 

3.08 

NORTHUMBERLAND 







North Northumberland 

7 

7.83 

5.51 

5 

5.29 

3.36 

South Northumberland 

0 

0.00 

0.00 

5 

3.11 

4.20 

NORTH YORKSHIRE 







North Yorkshire Eastern 

3 

1.58 

2.29 

2 

1.00 

1.61 

North Yorkshire Western 

4 

1.56 

2.88 

9 

3.32 

6.47 

York 

0 

0.00 

0.00 

- 

- 

- 

NOTTINGHAMSHIRE 

20 

2.53 

3.50 

16 

1.91 

2.94 

OXFORDSHIRE 

3 

0.64 

1.33 

8 

1.60 

2.92 

SHROPSHIRE 







Mid & North Shropshire 

2 

1.35 

1.96 

4 

2.56 

4.30 

South Shropshire 

0 

0.00 

0.00 

- 

- 

- 

The Wrekin 

4 

3.36 

5.13 

4 

3.16 

7.55 

SOMERSET 







Eastern Somerset 

7 

3.53 

7.00 

5 

2.37 

4.17 

Western Somerset 

11 

5.69 

11.11 

11 

5.39 

9.17 

SOUTH YORKSHIRE 







South Yorkshire East 

11 

2.69 

3.36 

11 

2.54 

3.24 

South Yorkshire West 

44 

7.81 

9.42 

30 

5.02 

6.55 

STAFFORDSHIRE 







South Staffordshire 

16 

3.52 

4.44 

24 

5.00 

6.78 

Stoke-on-Trent & North 
Staffordshire 

17 

4.84 

3.51 

21 

5.67 

4.23 

SUFFOLK 







Greater Suffolk 

25 

7.04 

12.38 

14 

3.73 

6.09 

Lowestoft 

4 

2.39 

5.33 

6 

3.39 

8.22 

SURREY 

15 

1.83 

4.04 

6 

0.70 

1.43 

TEESSIDE 







Hartlepool 

2 

2.98 

3.39 

- 

- 

- 

Teesside 

9 

2.58 

3.30 

22 

5.97 

5.95 

TYNE & WEAR 







Gateshead & South Tyneside 

5 

1.90 

2.94 

15 

5.39 

8.43 

Newcastle-upon-Tyne 

13 

6.30 

3.95 

5 

2.26 

1.45 

North Tyneside 

0 

0.00 

0.00 

4 

2.57 

1.86 

Sunderland 

0 

0.00 

0.00 

- 

- 

- 
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Coroner’s Jurisdiction & 
county district 

Number 
of np- 
SAD 
deaths 
2003 

Annual 
death 
rate per 
100,000 
populati 
on 

2003 (1) 

Annual 
% of all 
inquests 
held in 
2003 (2) 

Number 
of np- 
SAD 
deaths 
2004 

Annual 
death 
rate per 
100,000 
populati 
on 

2004 (1) 

Annual 
% of all 
inquests 
held in 
2004 (2) 

WARWICKSHIRE 

4 

1.00 

2.48 

4 

0.94 

1.75 

WEST MIDLANDS 







Birmingham 

38 

4.35 

4.16 

27 

2.91 

2.90 

Black Country 

6 

0.95 

1.69 

4 

0.60 

1.01 

Coventry 

5 

2.18 

4.31 

4 

1.65 

2.47 

Wolverhampton 

14 

7.74 

11.02 

4 

2.09 

2.92 

WEST SUSSEX 

37 

6.28 

11.08 

31 

5.01 

9.12 

West YORKSHIRE 







West Yorkshire Eastern 

46 

5.83 

7.80 

55 

6.55 

9.68 

West Yorkshire Western 

29 

3.69 

7.49 

35 

4.19 

7.83 

WILTSHIRE 

11 

2.32 

4.58 

7 

1.40 

2.53 

WORCESTERSHIRE 

20 

4.71 

6.76 

24 

5.36 

7.64 

WALES 







Bridgend & Glamorgan 

Valleys 

15 

4.75 

4.93 

8 

2.39 

3.03 

Cardiff & the Vale of 
Glamorgan 

5 

1.52 

1.39 

1 

0.28 

0.32 

Carmarthenshire 

6 

4.43 

4.51 

6 

4.16 

5.66 

Central North Wales 

- 

- 

- 

- 

- 

- 

Ceredigion 

1 

1.64 

2.13 

0 

0.00 

0.00 

Gwent 

19 

4.55 

9.69 

10 

2.26 

4.88 

Neath & Port Talbot 

6 

5.75 

7.32 

8 

7.26 

10.13 

North East Wales 

- 

- 

- 

- 

- 

- 

North West Wales 

3 

2.09 

2.26 

5 

3.30 

3.52 

Pembrokeshire 

3 

3.37 

4.92 

2 

2.12 

3.08 

Powys 

0 

0.00 

0.00 

1 

0.94 

1.47 

Swansea 

- 

- 

- 

- 

- 

- 

NORTHERN IRELAND 







Armagh 

2 

1.91 

7.14 

- 

- 

- 

East Tyrone 

- 

- 

- 

- 

- 

- 

Fermanagh & Omagh 

- 

- 

- 

- 

- 

- 

Greater Belfast 

0 

0.00 

0.00 

- 

- 

- 

Londonderry 

- 

- 

- 

- 

- 

- 

North Antrim 

- 

- 

- 

- 

- 

- 

South Down 

- 

- 

- 

- 

- 

- 

THE ISLANDS 







GUERNSEY 

5 

10.22 

62.50 

4 

8.17 

21.05 

JERSEY 

10 

13.88 

27.03 

9 

12.46 

31.03 

ISLE OF MAN 

4 

6.47 

11.43 

1 

1.62 

2.08 

SCOTLAND 







ARGYLL & CLYDE 







Dumbarton 

14 

14.71 

- 

10 

10.54 

- 


Please note that (0) refers to either no drug-related deaths or death rates of less than 0.01, 
whilst (-) indicates that no reports were submitted for the specific period from that jurisdiction. 

In subsequent reports these rates may increase as more inquests on deaths in 2004 are held 
and/or notified to the np-SAD. These rates should therefore be regarded as minimum rates. 

(3) (1) The rate per 100,000 population is based on published mid-year population estimates 
for local government administrative areas for the years in question. However, the areas 
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covered by 28 of the coroners' jurisdictions in England and Wales, as well as the area 
covered by the Procurators Fiscal region in Dumbarton, are not co-terminus with these 
boundaries and cover parts of such areas (see Appendix 1). Where administrative areas 
are split between jurisdictions, the estimated population has been divided into two or three 
as applicable. However, this means that the population of some coroners' jurisdictions may 
be either over- or under-estimated. It is necessary to make such assumptions until more 
accurate figures can be obtained or calculated. Data for High Peak have been incorporated 
with those for Scarsdale. Data for Herefordshire are also submitted now together with those 
for Worcestershire. Figures for Torbay & South Devon, Western London are based on part- 
year returns for 2004. The rate per 100,000 population for the Isle of Man given in the Fifth 
Annual Report was incorrect because of problems with the formula; these have now been 
corrected. A ‘nil’ return was received for Milton Keynes in 2004 for deaths occurring in 
2003, but a subsequent examination of records revealed a number of cases that were added 
to the np-SAD database and are now included in this annex. Data for deaths in York that 
occurred in 2004 were received after the cut-off date for this report but will be included in the 
relevant tables in next annual report 

(2) Inquests held on all ages. 
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Annex AR4: Drug-related deaths in Scotland during 
2004 reported to GRO (Scotland) 


The following note is based on a paper published by the General Register Office for Scotland 
(GROS) on 31 August 2005. The full paper, which gives additional background information and 
trend data, may be found on the GROS website: 

http://www.qro-scotland.qov.uk/statistics/librarv/druq-related-deaths/04druq-related-deaths.html . 


Introduction 

1. This paper gives information about drug-related deaths in Scotland over the period 1996 - 
2004, using the definition for baseline figures introduced in 2001. This definition was agreed by 
a working party set up following the publication, by the Advisory Council on the Misuse of Drugs 
(ACMD, 2000) of a report on ‘Reducing drug-related deaths’. The Office for National Statistics 
has also prepared data on drug-related deaths in England and Wales using this new definition 
(Christophersen et al, 1998). 

2. Paragraph 3 below gives some background on the collection of information on drug-related 
deaths in Scotland; paragraphs 4-11 summarise the main points arising from the information for 
2004 presented in Tables 1 - 6; and the Technical Note gives background on the definition of 
drug-related deaths including a detailed description of the definition used in this paper. 

Data sources 

3. Drug-related deaths are identified using details from death registrations supplemented by 
information from a specially designed questionnaire, completed by forensic pathologists, for all 
deaths involving drugs or persons known or suspected to be drug-dependent. Additionally, the 
General Register Office for Scotland (GROS) follows up all cases of deaths of people where the 
information on the death certificate is vague or suggests that there might be a background of 
drug abuse. A paper published in June 1995 by GROS (Arrundale and Cole, 1995) described 
this enhancement to the data collection system. 

Summary of results 

Recent trends (Table 1) 

4. There were 356 drug-related deaths in 2004, 39 (12 %) more than in 2003 but 26 (7%) fewer 
than in 2002. Within these totals, the number of deaths of known or suspected habitual drug 
abusers rose slightly, from 216 in 2003 to 232 in 2004, though this was still substantially lower 
than the figure of 280 recorded in 2002. Table 1 also shows that there was a large increase in 
the number of drug-related deaths coded to ‘accidental poisoning’. It is possible that this change 
may be due to poorer quality information being available on those who were known drug 
abusers. 


45 


International Centre for Drug Policy 




np-SAD 


Table 1: Causes of drug-related deaths, Scotland, 1996-2004 


Year 

Cause of death category (ICD10 codes) 



Drug abuse 

Total 

(F11-FI 6, 

FI 9) 

Accidental Intentional 
poisoning self¬ 
poisoning 

(X40-X44) 

(X60-X64) 

Assault Undetermined 

by drugs, 

(Y10-Y14) 

(X85) 

1996 

244 

175 

10 

41 

0 

18 

1997 

224 

142 

14 

42 

0 

26 

1998 

249 

179 

16 

32 

0 

22 

1999 

291 

227 

12 

19 

1 

32 

2000 

292 

220 

11 

34 

0 

27 

2001 

332 

227 

19 

34 

0 

52 

2002 

382 

280 

17 

30 

0 

55 

2003 

317 

216 

15 

40 

0 

46 

2004 

356 

232 

32 

32 

0 

60 


Health board areas (Tables 2 and 3) 

5. Of the 356 deaths in 2004, 120 (34%) occurred in the Greater Glasgow Health Board area. 
Grampian with 39 (11%) had the next highest total and was closely followed by Lothian with 36 
(10%), Argyll & Clyde with 35 (10%) and Lanarkshire with 33 (9%). The Greater Glasgow total 
showed an increase of 13 since 2003, and there were increases of 8 in both Argyll and Clyde 
and Lanarkshire. However, Lothian had 4 fewer deaths than in 2003. 

6. Because of the relatively small numbers involved, particularly for some health board areas, 
and the possibility that more complete information has been reported in recent years, care 
should be taken when assessing the trends shown in Tables 1 and 2. 


Table 2: Drug-related deaths, by health board area, 1996-2004 


Health board area 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2004 

Scotland 

244 

224 

249 

291 

292 

332 

382 

317 

356 

Argyll & Clyde 

18 

16 

23 

30 

31 

22 

31 

27 

35 

Ayrshire & Arran 

3 

6 

4 

15 

20 

35 

33 

19 

20 

Borders 

2 

1 

1 

0 

1 

1 

0 

2 

2 

Dumfries & Galloway 

4 

7 

4 

7 

7 

8 

9 

9 

7 

Fife 

3 

8 

13 

9 

12 

11 

12 

12 

17 

Forth Valley 

0 

4 

2 

8 

4 

9 

24 

12 

16 

Grampian 

29 

22 

26 

38 

31 

46 

47 

37 

39 

Greater Glasgow 

90 

67 

93 

100 

104 

96 

126 

107 

120 

Highland 

2 

3 

1 

7 

1 

5 

8 

7 

8 

Lanarkshire 

11 

12 

21 

23 

29 

24 

37 

25 

33 

Lothian 

58 

48 

37 

39 

37 

54 

39 

40 

36 

Orkney 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Shetland 

0 

0 

1 

0 

1 

1 

1 

0 

0 

Tayside 

24 

30 

23 

14 

14 

19 

14 

19 

23 

Western Isles 

0 

0 

0 

1 

0 

1 

1 

1 

0 
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Table 3: Drug-related deaths by health board area, 2004 




Cause of death category (ICD10 codes) 



Health board 
area 

Total 

Drug 
abuse 
(F11 -FI 6, 
FI 9) 

Accidental 

poisoning 

(X40-X44) 

Intentional 

self¬ 

poisoning 

(X60-X64) 

Assault 

by 

drugs, 

etc. 

(X85) 

Undeter¬ 

mined 

(Y10-Y14) 

Scotland 

356 

232 

32 

32 

0 

60 

Argyll & Clyde 

35 

20 

7 

5 

0 

3 

Ayrshire & Arran 

20 

7 

3 

7 

0 

3 

Borders 

2 

0 

0 

0 

0 

2 

Dumfries & 
Galloway 

7 

4 

0 

0 

0 

3 

Fife 

17 

10 

2 

2 

0 

3 

Forth Valley 

16 

12 

0 

0 

0 

4 

Grampian 

39 

29 

0 

0 

0 

10 

Greater Glasgow 

120 

91 

13 

5 

0 

11 

Highland 

8 

0 

0 

1 

0 

7 

Lanarkshire 

33 

27 

3 

1 

0 

2 

Lothian 

36 

22 

2 

8 

0 

4 

Orkney 

0 

0 

0 

0 

0 

0 

Shetland 

0 

0 

0 

0 

0 

0 

Tayside 

23 

10 

2 

3 

0 

8 

Western Isles 

0 

0 

0 

0 

0 

0 


Age groups and sex (Table 4) 

7. Most deaths (87%) were to persons aged under 45, with almost a quarter (23%) aged 
under 25. Of the 45 cases aged 45 and over, only 19 were known, or suspected, to be drug- 
dependent. Men accounted for 81% of the 356 drug-related deaths in 2004. Some two-thirds 
(67%) of the male deaths were of known or suspected drug abusers compared to only 55% of 
the female deaths. 


Table 4: Drug-related deaths, by age and sex, Scotland 2004 


Cause of death category (ICD10 codes) 


Total 

Drug 

abuse 

(F11 -FI 6, 
F19) 

Accidental 

poisoning 

(X40-X44) 

Intentional 

self¬ 

poisoning 

(X60-X64) 

Assault 
by drugs, 
etc. 
(X85) 

Undetermined 

(Y10-Y14) 

All ages 

356 

232 

32 

32 

0 

60 


Under 25 

81 

50 

17 

6 

0 

8 

25-34 

138 

108 

4 

7 

0 

19 

35-44 

92 

55 

8 

11 

0 

18 

45 and 

45 

109 

3 

8 

0 

15 

over 








Males 

289 

195 

25 

22 

0 

47 

Females 

67 

37 

7 

10 

0 

13 
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Types of drug involved (Tables 5 and 6) 

8. Tables 5 and 6 give information on the involvement of selected drugs, either alone or, more 
commonly, in combination with other drugs. Since the tables record individual mentions of 
particular drugs they involve double counting of some deaths. It is believed that for the 
overwhelming majority of cases where morphine has been identified in post-mortem toxicological 
tests its presence is a result of heroin use. The tables therefore show a combined figure for 
‘heroin/morphine’. 

9. In 2004, the drugs listed in the Tables were known to be involved in 303 (85%) of the 356 
deaths. Heroin/morphine was involved in 225 (63%) of the deaths; diazepam was involved in 
113 (32%) of the deaths; and methadone was involved in 80 (22%) of the deaths. Cocaine and 
ecstasy were involved in 38 and 17 cases respectively. A wide range of drug combinations was 
recorded. Of particular note was the fact that diazepam was also mentioned in 76 (34%) of the 
225 deaths involving heroin/morphine. The presence of alcohol was mentioned for 116 of the 
356 drug-related deaths in 2004. The blood-alcohol level was not given for all cases but, where 
mentioned, it was often at a relatively low level. 

10. Table 5 shows that, since 1996, there has been a significant increase in the involvement of 
heroin/morphine. The numbers of deaths involving diazepam peaked in 2002 since when it has 
dropped back significantly. Since 1996, there have also been marked increases in the smaller 
numbers involving cocaine and ecstasy. However, whilst the number of deaths involving cocaine 
has continued to increase recently, that for ecstasy has fallen slightly in recent years. Between 
1996 and 2000 there was a downward trend in the number of deaths involving methadone, but 
there has been an increase since then, almost back to the 1996 level (100). The table also 
shows a substantial decline in the number of deaths involving temazepam between 2003 and 
2004. 


Table 5: Drug-related deaths; selected drugs involved 1 , Scotland 1996-2004 


Year 

Heroin/ Diazepam 3 Methadone Cocaine Ecstasy Temazepam Alcohol 

morphine 2 

1996 

84 

84 

100 

3 

9 

48 

87 

1997 

74 

93 

86 

5 

2 

33 

70 

1998 

121 

113 

64 

4 

3 

58 

86 

1999 

167 

142 

63 

12 

8 

56 

89 

2000 

196 

146 

55 

4 

11 

39 

123 

2001 

216 

156 

69 

19 

20 

20 

140 

2002 

248 

214 

98 

31 

20 

16 

156 

2003 

175 

153 

87 

29 

14 

35 

128 

2004 

225 

113 

80 

38 

17 

5 

116 


1 Individual deaths often involved more than one of these drugs. The numbers given are mentions of the drug, and 

should not be added to give total deaths. 






2 See paragraph 8 of commentary. 

3 Each year there are also a small number of mentions of unspecified benzodiazepines. 


11. Table 6 shows some geographical differences in the reported involvement of certain drugs. 
For example, heroin/morphine was mentioned in a larger proportion of the deaths in Greater 
Glasgow (85 out of 120) and Grampian (26 out of 39) than in Lothian (17 out of 36). Greater 
Glasgow also showed a relatively high proportion (39 out of 120) involving methadone. This 
contrasts the very low proportion (2 out of 39) in Grampian. The table also shows that diazepam 
was involved in almost a half (57 out of 120) of the deaths in Greater Glasgow. 
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Table 6: Drug-related deaths; selected drugs involved 1 , by health board area, 2004 


Health board area 

Heroin/ 
morphine 2 

Diazepam 

Methadone 

Cocaine 

Ecstasy 

Temazepam 

Alcohol 

Scotland 

225 

113 

80 

38 

17 

5 

116 

Argyll & Clyde 

22 

9 

8 

4 

3 

1 

2 

Ayrshire & Arran 

12 

3 

2 

2 

2 

1 

6 

Borders 

1 

0 

0 

0 

1 

0 

2 

Dumfries & Galloway 

4 

4 

1 

0 

0 

1 

4 

Fife 

12 

2 

1 

1 

1 

0 

3 

Forth Valley 

8 

4 

3 

1 

0 

1 

4 

Grampian 

26 

3 

2 

3 

1 

0 

16 

Greater Glasgow 

85 

57 

39 

20 

3 

0 

48 

Highland 

4 

1 

2 

0 

0 

0 

2 

Lanarkshire 

25 

14 

8 

3 

1 

0 

18 

Lothian 

17 

9 

7 

3 

2 

0 

8 

Orkney 

0 

0 

0 

0 

0 

0 

0 

Shetland 

0 

0 

0 

0 

0 

0 

0 

Tayside 

9 

7 

7 

1 

3 

1 

3 

Western Isles 

0 

0 

0 

0 

0 

0 

0 


1 Individual deaths often involved more than one of these drugs. The numbers given are mentions of the drug, and 
should not be added to give total deaths. 

2 See paragraph 8 of commentary. 
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Technical Note 

Notes on the definition of 'drug-related' deaths 

1. The definition of a 'drug-related death' is not straightforward. A useful discussion on the 
definitional problems may be found in an article in the Office for National Statistics publication 
Population Trends (Christophersen et al, 1998). More recently, a reportl by the Advisory Council 
on the Misuse of Drugs (ACMD, 2000) considered current systems used in the United Kingdom 
to collect and analyse data on drug-related deaths. In its report, the ACMD recommended that 'a 
short life technical working group should be brought together to reach agreement on a consistent 
coding framework to be used in future across England, Wales, Scotland and Northern Ireland'. 
GROS was represented on this group and this paper presents information on drug-related 
deaths using the approach agreed. 

2. The baseline covers the following cause of death categories (the relevant codes from the 
International Classification of Diseases, Tenth Revision (ICD10), are given in brackets): 

a. deaths where the underlying cause of death has been coded to the following sub¬ 
categories of 'mental and behavioural disorders due to psychoactive substance use': 
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i. opioids (F11); 

ii. cannabinoids (FI2); 

iii. sedatives or hypnotics (FI 3); 

iv. cocaine (FI4); 

v. other stimulants, including caffeine (FI 5); 

vi. hallucinogens (FI6); and 

vii. multiple drug use and use of other psychoactive substances (FI 9). 

b. deaths coded to the following categories and where a drug listed under the Misuse of 
Drugs Act (1971) was known to be present in the body at the time of death: 

i. accidental poisoning (X40 - X44); 

ii. intentional self-poisoning by drugs, medicaments and biological substances 
(X60-X64); 

iii. assault by drugs, medicaments and biological substances (X85); and 

iv. event of undetermined intent, poisoning (Y10 - Y14). 

3. Categories of death excluded: 

a. deaths coded to mental and behavioural disorders due to the use of alcohol (FI 0), 
tobacco (FI 7) and volatile substances (FI 8); 

b. deaths coded to drug abuse which were caused by secondary infections and related 
complications (for example the 20 or so deaths in 2000 caused by Clostridium novyi 
infection); 

c. deaths from AIDS where the risk factor was believed to be the sharing of needles; 

d. deaths from road traffic and other accidents which occurred under the influence of 
drugs; and 

e. deaths where a drug listed under the Misuse of Drugs Act was present because it was 
part of a compound analgesic or cold remedy: specific examples are: 

Co-proxamol: paracetamol, dextropropoxyphene 


Co-dydramol: paracetamol, dihydrocodeine 
Co-codamol: paracetamol, codeine sulphate 

All three of these compound analgesics, but particularly co-proxamol, are commonly 
used in suicidal overdoses. 

Note: As it is believed that dextropropoxyphene is rarely if ever available other than as a 
constituent of a paracetamol compound, it has been ignored on all occasions (even if there 
is no mention of a compound analgesic or paracetamol). Flowever, deaths involving codeine 
or dihydrocodeine without mention of paracetamol have been included in the baseline as 
these drugs are routinely available on their own and known to be abused in this form. 
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Key Points 

Surveillance Report No. 15: July - December 2004 


-SAD 


♦ A total of 775 inquests into drug-related deaths were reported to the np-SAD for the 
period July to December 2004 by the end of June 2005. Information was submitted by 
96 out of 120 coroners in England & Wales, as well as Guernsey, Jersey, the Isle of 
Man, together with one Procurator Fiscal in Scotland. This number of cases represents 
an increase of 1.6% over the same period in 2003. 

♦ The demographic profile remains consistent with that of previous reports. The majority 
of cases were males (72%) and under the age of 45 years (75%). 

♦ The following jurisdictions recorded the highest semi-annual drug-related death rate per 
100,000 population aged 16 years and over: Brighton & Hove (10.5); Jersey (9.7); 
Dumbarton (8.4); Liverpool (7.5); Guernsey (6.1); Mid Kent & Medway (5.8); Blackpool & 
the Fylde (5.6). 

♦ Compared to the same period in 2003, the following changes were observed: 

-1.6% increase in the number of inquests into drug-related deaths 

- About 24% decrease in fatalities due to amphetamines 

- About 21% decrease in hypnotics/sedatives -related deaths 

- About 33% increase in deaths due to methadone 

- About 28% increase in deaths due to heroin/morphine 

- About 18% increase in deaths due to cocaine 

- About 10% increase in the involvement of alcohol of drug-related deaths 


52 


International Centre for Drug Policy 



X Introduction 


np-SAD 


A total of 96 out of 120 coroners’ 
jurisdictions in England and Wales provided 
returns for this surveillance report, which 
covers returns made to the np-SAD for the 
period July to December 2004, received 
before the end of June 2005. Some 
coroners did not provide ‘nil returns’ 
(confirmation from coroners that there were 
no inquests involving drug-related deaths 
for that period). In addition, coroners in 
Guernsey, Jersey and the Isle of Man, 
together with the Procurator Fiscal for 
Dumbarton in Scotland, contributed data 
during this period. No information was 
received from Northern Ireland. 


XI Profile of cases 


1. Demography 

A total of 775 drug-related deaths were 
reported to the programme for the period 
July to December 2004. The majority of 
cases (72%) were male (n = 557). The 


Overall, this report covers approximately 
80% of jurisdictions in England and Wales, 
as well as the Isle of Man and Channel 
Islands. There are a number of possible 
reasons for not reporting. For example, the 
coroners’ workload may prevent the 
notification of inquests, or there may be an 
assumption that a ‘nil return’ does not have 
to be reported. This highlights the 
importance of maintaining and resourcing a 
surveillance system to which coroners are 
willing and able to contribute on a 
continuous basis. There is also a need to 
provide appropriate training and resources 
to enable coroners to co-operate effectively 
with the requirements of a surveillance 
system. 


median age at death was 36 years (range 
15-87 years) (Figure 8). About 52% of 
cases were unemployed. Approximately 
43% of cases were living alone or were of 
no fixed abode at the time of their death 
(Table 10). 


Table 10: Demographic variables, July-December 2004 


Variable 

Category 

Number (%) 

Total 


775 (100.0) 




Gender 

Male 

557 (71.9) 


Female 

218 (28.1) 

Employment status 

Unemployed 

406 (52.4) 


Employed 

209 (27.0) 


Childcare/houseperson 

12(1.5) 


Student 

14 (1.8) 


Retired/sickness/invalidity 

74 (9.5) 


Other 

6 (0.8) 


Not Known 

54 (7.0) 

Living arrangements 

Alone 

292 (37.7) 


With others 

343 (44.3) 


No fixed abode 

41 (5.3) 


Other 

48 (6.2) 


Not known 

51 (6.6) 
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Figure 8: np-SAD cases by age and gender, July-December 2004 


np-SAD 



Gender 


□ Males □ Females 


2. Drug-related death rates 

The following jurisdictions recorded the 
highest semi-annual drug-related death rate 
per 100,000 population aged 16 years and 
over: Brighton & Hove (10.5); Jersey (9.7); 
Dumbarton (8.4); Liverpool (7.5); Guernsey 
(6.1); Mid Kent & Medway (5.8); Blackpool 
& the Fylde (5.6) (Annex SR2). The highest 
proportions of drug-related cases expressed 
as a percentage of the total number of 
inquests held were: Jersey (24.1%); 
Guernsey (15.8%); Brighton & Hove 
(12.9%); Bedfordshire (11.6%); North East 
Hampshire (9.1%); and Norwich & Central 
Norfolk (8.0%). 

3. Location of death 

Location of death was reported in all cases. 
Of these, 68% of cases died in a defined 
residence (i.e. the deceased’s home 
address or other private residential 
address), 23% died in hospital and 9% died 
elsewhere (e.g. in a public place). 


4. Underlying cause(s) of death 

To enable comparison with various national 
and international data-sets all causes of 
death have been coded according to the 
International Classification of Diseases 
(ICD-10). This is an international standard 
for the classification of diseases and health 
related problems published by the World 
Health Organisation (1992). The proportions 
of ICD-10 categories of underlying causes 
of death were as follows: 

• Accidental poisoning (X40-7) 57% 

• Intentional self-poisoning (X60-7) 36% 

• Other (e.g. natural causes, hanging, 
unascertained) 7% 

5. Substances implicated in death (Table 
11 ) 

5.1 All substances 

The principal substances implicated in 
fatalities were heroin/morphine (46%), 
alcohol in combination with other 
substances (27%), other opiates/opioid 
analgesics (24%), anti-depressants (21%), 
hypnotic/sedatives (15%), and methadone 
( 13 %). 
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Table 11: Psychoactive substances implicated in death, July-December 2004 
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Drug category 

Number (%) of cases where 
no other substance 
implicated 

Number (%) of cases where 
drug implicated 

Total 

733 (100.0) 

733 (100.0) 




Alcohol 

- 

201 (27.4) 

Amphetamines 

6 (0.8) 

16 (2.2) 

Antidepressants 

43 (5.9) 

151 (20.6) 

Antiepileptics 

3 (0.4) 

15 (2.0) 

Anti-psychotics 

14 (1.9) 

34 (4.6) 

Cannabis 

1 (0.1) 

7(1.0) 

Cocaine 

12 (1.6) 

67 (9.1) 

Ecstasy-type drugs 

6 (0.8) 

15 (2.0) 

GHB 

0 (0.0) 

0 (0.0) 

Heroin/morphine 

157 (21.4) 

334 (45.6) 

Hypnotic/sedatives 

9(1.2) 

110 (15.0) 

Methadone 

29 (4.0) 

96 (13.1) 

Other opiate/opioid 
analgesics 

62 (8.5) 

173 (23.6) 


5.2 Single substances 

The following substances, as the sole 
implicated drug, accounted for 332 (45%) 
deaths: heroin/morphine (21%); other 
opiates/opioid analgesics (8%); anti¬ 
depressants (6%); methadone (4%); anti- 
psychotics (1.9%); cocaine (1.6%); 
hypnotic/sedatives (1.2%); and 
amphetamines (0.8%) (Table 10). 


6. Prescribed psychoactive medication 
(Table 12) 

Four hundred and twelve cases were known 
to be receiving prescribed psychoactive 
medication at the time of their death. 
Prescribed medications were reported in the 
following proportions for these therapeutic 
drug classes: anti-depressants 47%; 
hypnotic/sedatives 41%; other 
opiates/opioid analgesics 30%; anti- 
psychotics 17%, methadone 14%; and anti¬ 
epileptics 7%. “Polypharmacy”, i.e. multiple 
prescriptions of psychoactive drugs, 
occurred in 61% of these cases. 


Table 12: Prescribed psychoactive medication, July-December 2004 


Drug category 

Number (%) of cases on 
prescribed 

psychoactive medication 

Number (%) of cases 
where same drug 
implicated in death 

Total 

412 (100.0) 





Amphetamines 

0 (0.0) 

0 (0.0) 

Anti-depressants 

194 (47.1) 

108 (55.7) 

Anti-epileptics 

30 (7.3) 

9 (30.0) 

Anti-psychotics 

71 (17.2) 

27 (38.0) 

Heroin/morphine 

11 (2.7) 

11 (100.0) 

Hypnotic/sedatives 

169 (41.0) 

54 (32.0) 

Methadone 

56 (13.6) 

34 (60.7) 

Other opiates/opioid 
analgesics 

124 (30.1) 

79 (63.7) 
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XII Associated Risks 
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1. Prescribed psychoactive drugs 

Of the 412 cases prescribed psychoactive 
medication (53% of cases) at the time of 
their death, 63.8% had those drugs 
implicated in their death (Table 12). 

1.1 Methadone 

Methadone, alone and in combination with 
other drugs, was implicated in 96 cases. Of 
these, 35% were known to be receiving 
prescribed methadone prior to their death, 
compared to 65% who may have obtained 
methadone illicitly (Percentage Ratio (PR): 
= 0.5, 95% Confidence Interval (Cl) = 0.4 - 
0.7). 

Methadone alone was implicated in 29 
cases. Of these, 34% were prescribed the 
drug. More methadone deaths seem to 
have arisen from illicit sources than from 
prescription sources. Altogether, 
methadone-related deaths still appear to 
more likely to arise from illicit than 
prescribed methadone. 

1.2 Anti-depressants 

Anti-depressants, alone and in combination 
with other drugs, were implicated in 151 
cases. Of these, 72% were known to be 
receiving prescribed antidepressants at the 
time of their death, compared to 28% who 
used drugs that may have been prescribed 
for others (PR = 2.5, 95% Cl = 1.9 - 3.3). 

Anti-depressants alone were implicated in 
43 cases. Of these, 67% were known to be 
receiving prescribed medication, compared 
to 33% who had used drugs that may have 
been prescribed for others (PR = 2.1, 95% 
Cl = 1.3-3.3). 

This indicates that those receiving 
prescribed anti-depressants were 
significantly more likely to have that class of 
drug implicated in their death, either in 
combination or as the sole drug. 

1.3 Other opiates/opioid analgesics 

Other opiates/opioid analgesics (e.g. 
dihydrocodeine, dextropropoxyphene) alone 
and in combination with other drugs, were 
implicated in 173 cases. Of these, 46% 
were known to be receiving prescribed 


opiates/opioid analgesics prior to their 
death, compared to 54% who may have 
obtained the drug by other means (PR = 
0.8, 95% Cl = 0.7-1.0). 

Other opiates/opioid analgesics alone were 
implicated in 62 cases. Of these, the drugs 
were known to be prescribed in 58% of 
cases and could have been obtained by 
other means in 42% of cases (PR = 1.4, 
95% Cl = 1.0-2.0). 

The risk of fatality from other opiate/opioid 
analgesics was less likely to occur in those 
prescribed these drugs than in those who 
obtained them from other sources. 

1.4 Hypnotic/sedatives 

Hypnotic/sedatives, alone and in 
combination with other drugs, were 
implicated in 110 cases. Of these, 49% 
were known to be receiving a prescription 
for this class of drug, compared to 51% who 
could have obtained them illicitly (PR = 1.0, 
95% Cl = 0.7-1.3). 

Nine cases had hypnotic/sedatives alone 
implicated in their death, five of whom had 
received this drug category via prescription. 

2. Gender and cause(s) of death 

Approximately 65% of male cases died of 
accidental poisoning compared to 37% of 
female cases (PR = 1.8, 95% Cl = 1.5 — 
2.1). This suggests that male cases are 
nearly twice as likely to die as a result of an 
accident than female cases. 

Conversely, 57% of females died as a result 
of intentional self-poisoning, compared to 
27% of male cases (PR = 2.1, 95% Cl = 1.8 
- 2.5). This suggests that females are twice 
as likely to die of intentional self-poisoning 
as male cases. 

3. Age and accidental/intentional death 

Approximately 69% of cases aged 44 years 
and under died as a result of accidental 
poisoning, compared to 19% of those aged 
45 years and over (PR = 3.6, 95% Cl = 2.7 
-4.8). 

Conversely, 73% of cases aged 45 years 
and over died as a result of intentional self 
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poisoning, compared to 23% of cases under 
45 years of age (PR = 3.2, 95% Cl = 2.7 - 
3.7). 

4. Age and drug implicated in death 

The most frequently implicated drugs 
among cases aged 44 years and under 


were opiates, notably heroin/morphine 
(51%). Other opiates/opioid analgesics 
(43%) and anti-depressants (37%) were 
most frequently implicated in cases over 45 
years (Table 13). 


Table 13: Age and drug implicated in death, July - December 2004 


Age group (years) 

Number (%) 

Drug category (alone or in combination) 
most frequently implicated with age group 

Total 

775 (100.0) 





15-24 

111 (14.3) 

Heroin/morphine (50.5%) 

25-34 

238 (30.7) 

Heroin/morphine (56.3%) 

35-44 

235 (30.3) 

Heroin/morphine (49.8%) 

45-54 

99 (12.8) 

Anti-depressants (36.4%) 

55-64 

45 (5.8) 

Other opiates/opioid analgesics (44.4%) 

65 and over 

47 (6.1) 

Other opiates/opioid analgesics (59.6%) 


4. Gender and drug implicated in death 

The following substances, alone or in 
combination with substances, were 
implicated in deaths as below. 

Male: Heroin/morphine 51%; alcohol 30%; 
other opiates/opioid analgesics 17%; anti- 


XIII Drug abuse/dependence 


Cases with a history of drug 
abuse/dependence (n = 548) were 

compared to those without such a history (n 
= 181) on the following variables: 

demography, location of death and 
underlying cause of death. Forty-six cases 
(6%) were reported as 'not known’ with 
respect to history of drug 
abuse/dependence. They were excluded 
from further analysis. 

Demography 

In comparison with non-drug abusers 
(NDAs: 48%), drug abusers/dependents 
(DAs: 81%) were more likely to be male (PR 
= 0.6, 95% Cl = 0.5 - 0.7) and more likely to 


depressants 15%; and hypnotic/sedatives 
14% of cases. 

Female: other opiates/opioid analgesics 
35%; anti-depressants 31%; 

heroin/morphine 23; hypnotic/sedatives 
15%; and alcohol 15% of cases. 


be less than 45 years of age, 89% vs. 40% 
(PR = 2.2, 95% Cl = 1.8 - 2.6). The median 
age at death for DAs was 33 years, while 
that for NDAs was 48 years (Mann-Whitney 
U= 20725.5, p< 0.0005). 

Underlying cause(s) of death 

Accidental poisoning accounted for 76% of 
deaths in DAs, compared to 9% of NDA 
deaths (PR = 8.1, 95% Cl = 5.1 - 12.7). 

Conversely, 86% of NDA deaths were the 
result of intentional self-poisoning, 
compared to 16% of DA deaths (PR = 5.5, 
95% Cl = 4.5-6.7) (Figure 9). 
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Figure 9: Accidental/intentional death by drug abuse history, July-December 2004 


CD 

-Q 


E 



Drug abuse/dependence 


■ ICD-10 X40-X47 □ ICD-10 X60-X67 


Location of death 

The majority of both DAs and NDAs died at 
a defined residential address, although this 
proportion was higher amongst the second 


XIV Commentary 


The demographic profile of cases remains 
consistent with previous reports. For the 
period of this report, the majority of cases 
were males (72%), under the age of 45 
years (75%), and 71% of cases were drug 
abusers/dependents, as defined by the 
Programme. 

One aim of the Programme is to provide 
early warning through surveillance of high- 
risk populations. For the period July to 
December 2004, Brighton & Plove recorded 
the highest semi-annual death rate 
(10.5/100,000). 

Previous reports have highlighted areas 
with marked changes in semi-annual death 
rates and noted that the validity of these 
changes could only be commented on 
through continued monitoring. Those areas 
are revisited in this report as well as newly 
identified areas where death rates have 
fluctuated (Annex SR3). 


group: DAs = 63%; NDAs = 81% (PR = 0.8, 
95% Cl = 0.7 - 0.9). Drug addicts were 
more likely to die in hospital (27%), than 
non drug addicts (15%) (PR = 1.8, 95% Cl = 
1 . 2 - 2 . 6 ). 


Jurisdictions that stood out from others in 
this report as a result of an increase in the 
number of reported cases since the 
previous comparable reporting period (July- 
December 2003) (which led to increased 
semi-annual death rates since the previous 
reporting period) were: North Tyneside 
(from 0.0 to 1.9/100,000 population); South 
Northumberland (0.0 to 2.5); Central 
Hampshire (0.4 to 3.3); Blackburn, 
Hyndburn & Ribble Valley (0.5 to 2.8); and 
Portsmouth & South East Hampshire (0.5 to 
4.5). The increase in rates in some areas 
may be partially due to the establishment of 
local monitoring schemes for DRDs and 
greater awareness of the phenomenon. 

Conversely, the jurisdictions which reported 
a marked decline in the number of cases 
reported since the previous 6-month period 
(which resulted in a decline in their semi¬ 
annual death rates) were: Wirral (from 1.4 
to 1.2/100,000 population); and Gwent 
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(from 3.6 to 0.9). Looking at the trends over 
a longer period, it can be seen that the 
mortality rates in South Cumbria & Furness 
have varied from 1.4 to 7.1/100,000 
population and now the semi-annual death 
rate is 2.1/100,000. In East Lancashire, 
rates had varied between 4.4 and 7.9 and 
now the rate is 2.6/100,000. 

The semi-annual death rate in 
Nottinghamshire fell over the period 
January-June 2002 to July-December 2004 
from 4.2 to 1.4/100,000 population. Similar 
falls were experienced in Scarsdale, 
including High Peak, (from 4.1 to 2.2); North 
Durham (from 3.1 to 1.1); and Cheltenham 
from 2.2 to 0.4). In Manchester the rate 
rose from 2.2 to 5.8 but is now 1.7; in 
Boston & Spalding the rate rose from 0.9 to 
6.2 before falling to 2.7; in Gwent the rate 
went from 0.5 to 3.6 before falling to 0.9. 
The rate in Mid Kent & Medway fell from 3.0 
to 1.0 but has now risen to 5.8. 

Areas showing increases in semi-annual 
death rates over the last six surveillance 
periods are: South Staffordshire (0.6 to 
3.2/100,000 population); Stoke-on-Trent & 
North Staffordshire (1.4 to 3.8); West 
Yorkshire Eastern (from 1.6 to 4.6); East 
Sussex (from 1.7 to 3.7); Central Hampshire 
(from 1.1 to 3.3); and Teesside from (2.0 to 
3.3). 

The Inner North, Inner West, and Northern 
areas of London have shown falls in the 
semi-annual death rate over the last six 
surveillance periods (i.e. 2002-2004). 

In general, it would seem that local 
prevention initiatives in these areas are 
beginning to yield some positive outcomes. 
However, it should be noted that such 
changes might be an artefact of other 
factors which affect the way in which 
inquests are processed, e.g. prolonged 
investigations, increased workload, etc. 


While the pattern of other drug-specific 
mortality remains stable, comparisons 
between July to December 2004 and the 
same period in 2003 revealed the following 
noticeable changes: 

- A 1.6% increase in the number of 
inquests into drug-related deaths 

- About 24% decrease in fatalities due to 
amphetamines 

- About 21% decrease in hypnotics/ 
sedatives -related deaths 

- About 33% increase in deaths due to 
methadone 

- About 28% increase in deaths due to 
heroin/morphine 

- About 18% increase in deaths due to 
cocaine 

- About 10% increase in the involvement 
of alcohol of drug-related deaths 

These changes reveal a reversal of the 
trend noted in the surveillance report for the 
same period in 2003, i.e. of a decreasing 
trend in fatalities due to polydrug use 
involving combinations of opiates, cocaine 
and ecstasy-type drugs. These trends of 
increasing polydrug fatalities being 
investigated at inquest in the second half of 
2004, particularly in the use of 
heroin/morphine, are in line with the findings 
for heroin/morphine deaths occurring in 
2004. It will be interesting to note if this 
pattern for heroin/morphine is also evident 
in the figures for 2004 drug poisoning - 
related deaths due to be released by ONS 
in Spring 2006. The 2004 figures for 
Scotland show a rise of 29% over the 
previous year for this drug (GROS, 2005). 
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Annex SRI: np-SAD cases reported in July-December 
2004 by underlying cause(s) of death 


ICD-10 

No. of 

cases 
(n = 775) 

% 

Description 

X41 

35 

4.5 

Accidental poisoning by & exposure to 
antiepileptic, sedative-hypnotic, 
antiparkinsonism and psychotropic drugs, not 
elsewhere classified 

X42 

319 

41.2 

Accidental poisoning by & exposure to 
narcotics and psychodyslectics 
(hallucinogens), not elsewhere classified 

X60 

1 

0.1 

Intentional self-poisoning by & exposure to 
non-opioid analgesics, not elsewhere 
classified 

X61 

57 

7.4 

Intentional self-poisoning by & exposure to 
antiepileptic sedative-hypnotic, 
antiparkinsonism and psychotropic drugs, not 
elsewhere classified 

X62 

69 

8.9 

Intentional self-poisoning by & exposure to 
narcotics and psychodyletics (hallucinogens), 
not elsewhere classified 

X63 

1 

0.1 

Intentional self-poisoning by & exposure to 
other drugs acting on the autonomic nervous 
system 

X70 

13 

1.7 

Intentional hanging 

X71 

1 

0.1 

Intentional drowning 

T40.1 

12 

1.5 

Heroin overdose 

T40.2 

2 

0.3 

Opioid overdose 

T40.3 

4 

0.5 

Methadone overdose 

T40.4 

3 

0.4 

Poisoning by synthetic opioid analgesics 

T40.5 

1 

0.1 

Cocaine overdose 

T43.5 

1 

0.1 

Antipsychotics, other overdose 

T43.6 

1 

0.1 

Psychostimulant overdose (e.g. 
amphetamine) 

T50.9 

1 

0.1 

Other drug overdose 

T51.9 

2 

0.3 

Alcohol, unspecified overdose 

Z72.2 

2 

0.3 

Drug abuse personal history 

FI 0.2 

FI 9.1 

FI 9.2 

1 

1 

2 

0.1 

0.1 

0.3 

Mental and behavioural disorders due to 
psychoactive drug use 

Chronic alcoholism 

Harmful use - multiple, other 

Dependence - multiple, other 

Y11 

42 

5.4 

Open verdict poisoning by antiepileptic/ 
sedatives/ antiparkinsonism drugs 

Y12 

47 

6.1 

Open verdict poisoning by 
narcotics/psychodyslectics 

T58 

X09 

1 

2 

0.1 

0.3 

Asphyxiation of effects of carbon monoxide 
Inhalation of smoke & fumes 

T17.9 

19 

2.5 

Aspiration of gastric contents 

T71 

R09.0 

1 

3 

0.1 

0.4 

Plastic bag asphyxiation 

Asphyxia, general 
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ICD-10 

No. of 

cases 
(n = 775) 

% 

Description 




Injuries 

S06.8 

1 

0.1 

Haemorrhagic skull 

S09.9 

3 

0.4 

Head injury, unspecified 

S29.9 

1 

0.1 

Injury (unspecified) of thorax 

T07 

3 

0.4 

Multiple injuries, unspecified 

T98.2 

1 

0.1 

Sequelae of other specified injuries of upper 




limb 




Cardiovascular system - diseases, defects or 




conditions affecting 

105.9 

1 

0.1 

Mitral valve disease, unspecified 

121.9 

2 

0.3 

Myocardial infarction, unspecified 

126.9 

1 

0.1 

Pulmonary embolism 

133 

3 

0.4 

Acute endocarditis 

150.9 

4 

0.5 

Cardiac failure, unspecified 

151.8 

1 

0.1 

Heart diseases 

161.9 

1 

0.1 

Intercerebral haemorrhage 

R09.2 

24 

3.1 

Cardio-respiratory failure/arrest 

R58 

2 

0.3 

Haemorrhage, not elsewhere specified 

A41.9 

5 

0.6 

Septicaemia, unspecified 




Diseases of the liver 

K71.1 

1 

0.1 

Hepatic necrosis 

K72 

1 

0.1 

Hepatic failure 

K72.9 

1 

0.1 

Hepatic failure, unspecified 




Diseases of the respiratory system 

J18 

17 

2.2 

Bronchopneumonia 

J18.1 

1 

0.1 

Lobar pneumonia 

J18.9 

1 

0.1 

Pneumonia, unspecified 

J69.0 

9 

1.0 

Aspiration pneumonia 

J70.2 

1 

0.1 

Acute drug induced interstitial lung disorders 

J81 

6 

0.5 

Pulmonary oedema or congestion 

J96.9 

18 

1.9 

Respiratory failure/depression 




Other 

G97.8 

3 

0.4 

Cerebral hypoxia, unspecified 

T68 

1 

0.1 

Hypothermia 

W26 

2 

0.3 

Contact with knife etc (stab wound) 

R99 

8 

1.0 

Unascertained 


Where possible causes of death have been grouped together in terms of the mechanisms of 
death. At present, although all causes of death on the death certificate (together with other 
information if available) are taken into consideration in classifying underlying cause of death, the 
principal cause of death is used here to allocate the ICD-10 code. 

This year, in order to achieve a greater level of consistency, a hierarchical system has been 
introduced for classifying the underlying cause of death using ICD-10 criteria for deaths involving 
multiple substances. Deaths that involve a combination of narcotics and other psychoactive 
drugs are coded as narcotic deaths. Where possible a code which specifies intentionality is 
used. As a consequence of these slight changes in methodology, care should be taken when 
comparing this year’s figures with those of previous years. 
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Annex SR2: np-SAD cases reported in July-December 
2004 by coroner’s jurisdiction (No. of 
cases, rate per 100,000 population (16 
years old and over) and as a percentage of 
all inquests) 


Coroner’s Jurisdiction & county 
district 

Number of np- 
SAD deaths Jul- 
Dec 2004 

Semi-annual 
death rate per 
100,000 
population (1> 

Annual % of all 
inquests held in 
2004 (2) 

Queen's Household 

0 

0.00 

0.00 

ENGLAND 




AVON 

8 

0.98 

1.54 

BEDFORDSHIRE 

22 

4.85 

11.64 

BERKSHIRE 

3 

0.47 

1.07 

BUCKINGHAMSHIRE 




Buckinghamshire 

9 

2.37 

5.42 

Milton Keynes 

3 

1.77 

2.80 

CAMBRIDGESHIRE 




North & East Cambridgeshire 

2 

1.52 

2.30 

Peterborough 

4 

3.19 

4.55 

South & West Cambridgeshire 

8 

2.37 

4.19 

CHESHIRE 

14 

1.75 

2.68 

CORNWALL 




Cornwall 

- 

- 

- 

Isles of Scilly 

0 

0.00 

0.00 

CUMBRIA 




North Eastern Cumbria 

4 

2.40 

3.01 

Southern Cumbria & Furness 

3 

2.11 

1.83 

Western Cumbria 

2 

2.07 

2.94 

DERBYSHIRE 




Derby & South Derbyshire 

9 

1.92 

3.88 

Scarsdale (including High Peak) 

7 

2.17 

2.78 

DEVON 




Exeter & Greater Devon 

14 

2.92 

4.14 

Plymouth & South West Devon 

- 

- 

- 

Torbay & South Devon 

1 

0.51 

0.69 

DORSET 




Bournemouth, Poole & Eastern 

Dorset 

12 

3.03 

7.02 

Western Dorset 

4 

2.18 

4.60 

DURHAM 




Darlington & South Durham 

9 

4.08 

7.14 

North Durham 

3 

1.14 

1.20 

ESSEX 




Essex & Thurrock 

6 

0.57 

1.43 

Southend & South East Essex 

4 

1.52 

3.51 

EAST SUSSEX 




Brighton & Hove 

2 

10.45 

12.94 

East Sussex 

15 

3.70 

4.79 

GLOUCESTERSHIRE 




Cheltenham 

1 

0.43 

0.65 

Gloucester 

- 

- 

- 
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Coroner’s Jurisdiction & county 
district 

Number of np- 
SAD deaths Jul- 
Dec 2004 

Semi-annual 
death rate per 
100,000 
population (1) 

Annual % of all 
inquests held in 
2004 (2) 

GREATER MANCHESTER 




Manchester 

6 

1.70 

1.15 

North Manchester 

9 

1.89 

2.31 

South Manchester 

9 

1.58 

1.61 

West Manchester 

6 

0.95 

1.41 

HAMPSHIRE 




Central Hampshire 

9 

3.31 

6.72 

North East Hampshire 

9 

2.93 

9.09 

Portsmouth & South East Hampshire 

20 

4.52 

7.22 

Southampton & New Forest 

12 

3.71 

6.15 

HEREFORDSHIRE (now dealt with 
by WORCESTERSHIRE) 

1 

0.69 

1.45 

HERTFORDSHIRE 

25 

3.02 

6.43 

HUMBERSIDE 




East Riding & Hull 

8 

3.01 

2.88 

ISLE OF WIGHT 

- 

- 

- 

KENT 




Central & South East Kent 

3 

1.16 

1.71 

Mid Kent & Medway 

12 

5.76 

5.31 

North East Kent 

- 

- 

- 

North West Kent 

- 

- 

- 

LANCASHIRE 




Blackburn, Hyndburn & Ribble Valley 

6 

2.79 

3.51 

Blackpool & the Fylde 

10 

5.57 

7.46 

East Lancashire 

5 

2.62 

3.65 

Preston & West Lancashire 

22 

3.91 

6.21 

LEICESTERSHIRE 




Leicester Citv & South Leicestershire 

- 

- 

- 

Rutland & North Leicestershire 

1 

0.28 

0.55 

LINCOLNSHIRE 




Boston & Spalding 

3 

2.65 

4.29 

North Lincolnshire & Grimsby 

- 

- 

- 

Spilsby & Louth 

- 

- 

- 

Stamford 

- 

- 

- 

West Lincolnshire 

8 

3.83 

7.69 

LONDON 




City of London 

0 

0.00 

0.00 

Eastern London 

6 

0.69 

1.62 

Inner North London 

19 

2.90 

4.39 

Inner South London 

7 

0.88 

1.32 

Inner West London 

4 

0.54 

0.89 

Northern London 

15 

1.43 

3.50 

Southern London 

5 

0.61 

1.54 

Western London 

- 

- 

- 

MERSEYSIDE 




Knowsley, St Helens & Sefton 

11 

2.26 

4.38 

Liverpool 

27 

7.47 

6.25 

Wirral 

3 

1.19 

1.18 

NORFOLK 




Great Yarmouth 

- 

- 

- 

Kings Lynn 

- 

- 

- 

Norwich & Central Norfolk 

20 

4.14 

8.00 

NORTHAMPTONSHIRE 

7 

1.36 

3.08 
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Coroner’s Jurisdiction & county 
district 

Number of np- 
SAD deaths Jul- 
Dec 2004 

Semi-annual 
death rate per 
100,000 
population (1) 

Annual % of all 
inquests held in 
2004 (2) 

NORTHUMBERLAND 




North Northumberland 

- 

- 

- 

South Northumberland 

4 

2.49 

3.36 

NORTH YORKSHIRE 




North Yorkshire Eastern 

1 

0.50 

0.81 

North Yorkshire Western 

7 

2.58 

5.04 

York 

- 

- 

- 

NOTTINGHAMSHIRE 

10 

1.19 

1.84 

OXFORDSHIRE 

2 

0.40 

0.73 

SHROPSHIRE 




Mid & North Shropshire 

2 

1.28 

2.15 

South Shropshire 

- 

- 

- 

The Wrekin 

2 

1.58 

3.77 

SOMERSET 




Eastern Somerset 

1 

0.47 

0.83 

Western Somerset 

7 

3.43 

5.83 

SOUTH YORKSHIRE 




South Yorkshire East 

7 

1.62 

2.06 

South Yorkshire West 

18 

3.01 

3.93 

STAFFORDSHIRE 




South Staffordshire 

15 

3.12 

4.24 

Stoke-on-Trent & North Staffordshire 

14 

3.78 

2.82 

SUFFOLK 




Greater Suffolk 

6 

1.60 

2.61 

Lowestoft 

4 

2.26 

5.48 

SURREY 

2 

0.23 

0.48 

TEESSIDE 




Hartlepool 

- 

- 

- 

Teesside 

12 

3.25 

3.24 

TYNE & WEAR 




Gateshead & South Tyneside 

11 

3.96 

6.18 

Newcastle-upon-Tyne 

- 

- 

- 

North Tyneside 

3 

1.93 

1.40 

Sunderland 

- 

- 

- 

WARWICKSHIRE 

- 

- 

- 

WEST MIDLANDS 




Birmingham 

11 

1.19 

1.18 

Black Country 

- 

- 

- 

Coventry 

3 

1.24 

1.85 

Wolverhampton 

- 

- 

- 

WEST SUSSEX 

15 

2.43 

4.41 

West YORKSHIRE 




West Yorkshire Eastern 

39 

4.64 

6.87 

West Yorkshire Western 

20 

2.39 

4.47 

WILTSHIRE 

6 

1.20 

2.17 

WORCESTERSHIRE 

7 

1.56 

2.23 
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Coroner’s Jurisdiction & county 
district 

Number of np- 
SAD deaths Jul- 
Dec 2004 

Semi-annual 
death rate per 
100,000 
population (1) 

Annual % of all 
inquests held in 
2004 (2) 

WALES 




Bridgend & Glamorgan Valleys 

8 

2.39 

3.03 

Cardiff & the Vale of Glamorgan 

1 

0.28 

0.32 

Carmarthenshire 

6 

4.16 

5.66 

Central North Wales 

- 

- 

- 

Ceredigion 

0 

0.00 

0.00 

Gwent 

4 

0.90 

1.95 

Neath & Port Talbot 

4 

3.63 

5.06 

North East Wales 

- 

- 

- 

North West Wales 

4 

2.64 

2.82 

Pembrokeshire 

2 

2.12 

3.08 

Powys 

- 

- 

- 

Swansea 

- 

- 

- 

NORTHERN IRELAND 




Armagh and Craigavon 

- 

- 

- 

East Tyrone 

- 

- 

- 

Fermanagh & Omagh 

- 

- 

- 

Greater Belfast 

- 

- 

- 

Londonderry 

- 

- 

- 

North Antrim 

- 

- 

- 

South Down 

- 

- 

- 

THE ISLANDS 




GUERNSEY 

3 

6.13 

15.79 

JERSEY 

7 

9.69 

24.14 

ISLE OF MAN 

1 

1.62 

2.08 

SCOTLAND 




ARGYLL & CLYDE 




Dumbarton 

8 

8.43 

- 


Please note that (0) refers to either no drug-related deaths or death rates of less than 0.01, 
whilst (-) indicates that no reports were submitted for the specific period from that jurisdiction. 
The figure for Western London is low because of difficulties in processing returns during this 
period. In subsequent reports these rates may increase as more inquests on deaths in 2004 are 
held and/or notified to the np-SAD. These rates should therefore be regarded as minimum 
rates. 

(1) The rate per 100,000 population is based on published mid-year population estimates 
for local government administrative areas for the years in question. However, the areas 
covered by 28 of the coroners' jurisdictions in England and Wales, as well as the area 
covered by the Procurators Fiscal region in Dumbarton, are not co-terminus with these 
boundaries and cover parts of such areas (see Appendix 1). Where administrative 
areas are split between jurisdictions, the estimated population has been divided into two 
or three as applicable. However, this means that the population of some coroners' 
jurisdictions may be either over- or under-estimated. It is necessary to make such 
assumptions until more accurate figures can be obtained or calculated. Data for High 
Peak have been incorporated with those for Scarsdale. Data for Herefordshire are also 
submitted now together with those for Worcestershire. 

(2) Inquests held on all ages. 
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Annex SR3: Changes in semi-annual death rate per 
100,000 population for np-SAD cases, 
2002-2004 (16 years old and over) 


Coroner’s jurisdiction & county 

Semi-annual death rate per 100,000 population 11 ’^ 


district 








Jan- 

July- 

Jan- 

Jul- Dec 

Jan- 

Jul- Dec 


June 

Dec 

June 

2003 

June 

2004 


2002 

2002 

2003 


2004 


Queen's Household 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

ENGLAND 







AVON 

3.00 

0.88 

2.84 

2.20 

2.20 

0.98 

BEDFORDSHIRE 

0.45 

2.91 

2.57 

3.74 

1.76 

4.85 

BERKSHIRE 

1.88 

1.57 

1.34 

1.54 

0.78 

0.47 

BUCKINGHAMSHIRE 







Buckinghamshire 

2.11 

1.58 

0.45 

0.89 

0.79 

2.37 

Milton Keynes 

- 

1.84 

0.00 

0.00 

3.54 

1.77 

CAMBRIDGESHIRE 







North & East Cambridgeshire 

- 

- 

0.79 

- 

1.52 

1.52 

Peterborough 

4.03 

2.42 

1.68 

3.37 

3.99 

3.19 

South & West Cambridgeshire 

1.24 

4.64 

2.55 

0.64 

2.08 

2.37 

CHESHIRE 

1.39 

1.26 

2.77 

0.79 

1.63 

1.75 

CORNWALL 







Cornwall 

1.21 

0.72 

1.00 

0.50 

0.24 

- 

Isles of Scilly 

- 

0.00 

0.00 

0.00 

0.00 

0.00 

CUMBRIA 







North Eastern Cumbria 

2.47 

1.85 

3.19 

2.55 

1.20 

2.40 

Southern Cumbria & Furness 

7.05 

4.23 

1.48 

5.17 

1.41 

2.11 

Western Cumbria 

1.06 

- 

1.10 

4.42 

2.07 

2.07 

DERBYSHIRE 







Derby & South Derbyshire 

1.32 

2.64 

1.13 

1.58 

1.50 

1.92 

Scarsdale (including High 

Peak) 

4.09 

1.57 

2.94 

3.92 

2.17 

2.17 

DEVON 







Exeter & Greater Devon 

2.79 

2.58 

2.00 

1.78 

2.09 

2.92 

Plymouth & South West Devon 

- 

- 

2.40 

2.40 

- 

- 

Torbay & South Devon 

1.57 

1.05 

2.64 

1.98 

3.08 

0.51 

DORSET 







Bournemouth, Poole & Eastern 
Dorset 

2.54 

1.52 

2.11 

1.32 

2.78 

3.03 

Western Dorset 

- 

1.67 

2.31 

- 

2.18 

2.18 

DURHAM 







Darlington & South Durham 

4.14 

4.14 

2.39 

2.87 

0.45 

4.08 

North Durham 

3.07 

1.92 

2.82 

0.80 

0.38 

1.14 

ESSEX 







Essex & Thurrock 

0.96 

0.77 

0.50 

0.60 

0.67 

0.57 

Southend & South East Essex 

1.15 

0.38 

1.20 

2.39 

1.91 

1.52 

EAST SUSSEX 







Brighton & Hove 

11.99 

13.42 

14.38 

12.40 

14.72 

10.45 

East Sussex 

1.74 

0.99 

1.81 

2.85 

5.68 

3.70 

GLOUCESTERSHIRE 







Cheltenham 

2.17 

1.30 

1.36 

0.90 

0.85 

0.43 

Gloucester 

3.09 

3.09 

3.25 

4.64 

2.19 

- 
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Coroner’s Jurisdiction & 
county district 

Jan- 

June 

2002 

July- 

Dee 

2002 

Jan- 

June 

2003 

Jul- Dec 
2003 

Jan- 

June 

2004 

Jul- Dec 
2004 

GREATER MANCHESTER 







Manchester 

2.20 

5.33 

5.80 

5.49 

4.54 

1.70 

North Manchester 

3.60 

0.42 

2.33 

2.68 

2.53 

1.89 

South Manchester 

0.71 

2.31 

1.11 

2.41 

2.47 

1.58 

West Manchester 

- 

0.16 

- 

2.02 

1.11 

0.95 

HAMPSHIRE 







Central Hampshire 

1.12 

2.98 

0.39 

0.39 

1.10 

3.31 

North East Hampshire 

- 

0.99 

0.69 

1.03 

2.93 

2.93 

Portsmouth & South East 
Hampshire 

5.24 

3.42 

3.10 

0.48 

0.45 

4.52 

Southampton & New Forest 

1.87 

3.12 

4.56 

1.95 

4.02 

3.71 

HEREFORDSHIRE (now dealt 
with by WORCESTERSHIRE) 

- 

- 

0.73 

1.46 

- 

0.69 

HERTFORDSHIRE 

1.46 

1.70 

2.40 

3.41 

2.05 

3.02 

HUMBERSIDE 







East Riding & Hull 

4.64 

8.12 

2.29 

1.60 

4.89 

3.01 

ISLE OF WIGHT 

- 

1.81 

4.66 

1.87 

1.75 

- 

KENT 







Central & South East Kent 

0.40 

2.37 

0.41 

0.82 

- 

1.16 

Mid Kent & Medway 

3.00 

1.25 

1.04 

1.83 

3.84 

5.76 

North East Kent 

- 

- 

- 

- 

- 

- 

North West Kent 

- 

0.00 

0.00 

0.00 

- 

- 

LANCASHIRE 







Blackburn, Hyndburn & Ribble 
Valley 

- 

5.19 

1.49 

0.50 

0.47 

2.79 

Blackpool & the Fylde 

5.65 

9.60 

4.09 

4.68 

5.01 

5.57 

East Lancashire 

4.71 

6.81 

7.76 

4.44 

7.86 

2.62 

Preston & West Lancashire 

2.72 

2.90 

3.02 

1.51 

1.60 

3.91 

LEICESTERSHIRE 







Leicester City & South 
Leicestershire 

- 

- 

- 

- 

- 

- 

Rutland & North Leicestershire 

- 

- 

- 

- 

0.28 

0.28 

LINCOLNSHIRE 







Boston & Spalding 

0.90 

0.00 

1.86 

3.72 

6.17 

2.65 

North Lincolnshire & Grimsby 

2.03 

- 

- 

- 

- 

- 

Spilsby & Louth 

0.83 

1.65 

0.85 

0.00 

0.00 

- 

Stamford 

- 

- 

- 

1.03 

0.00 

- 

West Lincolnshire 

4.97 

4.97 

1.53 

2.56 

2.87 

3.83 

LONDON 







City of London 

- 

0.00 

0.00 

0.00 

0.00 

0.00 

Eastern London 

0.46 

0.46 

1.22 

0.98 

0.35 

0.69 

Inner North London 

7.57 

5.56 

6.64 

4.53 

3.05 

2.90 

Inner South London 

1.62 

2.12 

3.15 

2.62 

1.25 

0.88 

Inner West London 

3.64 

2.04 

2.70 

2.56 

0.94 

0.54 

Northern London 

2.09 

2.37 

1.00 

1.40 

1.90 

1.43 

Southern London 

0.24 

0.24 

1.79 

0.38 

0.97 

0.61 

Western London 

6.03 

3.99 

3.77 

4.48 

3.58 

- 

MERSEYSIDE 







Knowsley, St Helens & Sefton 

2.27 

1.65 

1.09 

1.52 

1.23 

2.26 

Liverpool 

1.41 

6.20 

5.34 

3.27 

5.53 

7.47 

Wirral 

3.65 

2.03 

1.26 

4.62 

3.58 

1.19 
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Coroner’s Jurisdiction & 
county district 

Jan- 

June 

2002 

July- 

Dee 

2002 

Jan- 

June 

2003 

Jul- 

Dec 

2003 

Jan- 

June 

2004 

Jul- 

Dec 

2004 

NORFOLK 







Great Yarmouth 

- 

- 

0.00 

0.00 

- 

- 

Kings Lynn 

2.66 

- 

0.92 

0.92 

2.62 

- 

Norwich & Central Norfolk 

2.54 

3.39 

1.09 

2.40 

- 

4.14 

NORTHAMPTONSHIRE 

4.16 

3.76 

1.86 

2.89 

2.34 

1.36 

NORTHUMBERLAND 







North Northumberland 

3.24 

6.48 

6.71 

2.24 

6.35 

- 

South Northumberland 

1.89 

- 

- 

0.00 

- 

2.49 

NORTH YORKSHIRE 







North Yorkshire Eastern 

0.50 

2.02 

0.53 

0.53 

1.00 

0.50 

North Yorkshire Western 

- 

- 

0.78 

1.17 

0.37 

2.58 

York 

- 

- 

1.39 

3.46 

0.65 

- 

NOTTINGHAMSHIRE 

0.12 

1.58 

0.89 

1.39 

0.71 

1.19 

OXFORDSHIRE 

- 

2.45 

1.27 

0.64 

0.80 

0.40 

SHROPSHIRE 







Mid & North Shropshire 

- 

- 

1.35 

1.35 

- 

1.28 

South Shropshire 

- 

2.59 

0.00 

0.00 

0.00 

- 

The Wrekin 

0.80 


0.00 

2.52 

0.79 

1.58 

SOMERSET 







Eastern Somerset 

0.49 

1.46 

1.01 

2.02 

1.90 

0.47 

Western Somerset 

2.49 

4.98 

2.07 

1.55 

2.94 

3.43 

SOUTH YORKSHIRE 







South Yorkshire East 

1.64 

1.41 

2.45 

1.22 

0.69 

1.62 

South Yorkshire West 

4.92 

1.36 

3.19 

4.08 

2.51 

3.01 

STAFFORDSHIRE 







South Staffordshire 

0.63 

0.63 

1.10 

1.76 

2.59 

3.12 

Stoke-on-Trent & North 
Staffordshire 

1.35 

2.17 

3.13 

1.99 

2.70 

3.78 

SUFFOLK 







Greater Suffolk 

1.36 

1.63 

3.10 

2.81 

1.60 

1.60 

Lowestoft 

1.15 

0.58 

1.79 

1.20 

0.00 

2.26 

SURREY 

0.94 

2.22 

0.97 

1.10 

0.46 

0.23 

TEESSIDE 







Hartlepool 

5.76 

7.20 

5.96 

2.98 

- 

- 

Teesside 

1.95 

1.95 

1.15 

0.86 

1.90 

3.25 

TYNE & WEAR 







Gateshead & South Tyneside 

- 

- 

0.76 

1.14 

- 

3.96 

Newcastle-upon-Tyne 

4.71 

- 

- 

- 

7.68 

- 

North Tyneside 

- 

- 

- 

0.00 

- 

1.93 

Sunderland 

3.12 

2.23 

0.46 

0.00 

- 

- 

WARWICKSHIRE 

0.97 

3.62 

2.49 

1.00 

0.70 

- 

WEST MIDLANDS 







Birmingham 

2.82 

2.82 

2.63 

1.37 

2.37 

1.19 

Black Country 

0.90 

0.60 

0.47 

0.47 

1.05 

- 

Coventry 

0.41 

- 

0.00 

0.44 

3.30 

1.24 

Wolverhampton 

- 

4.19 

6.63 

2.21 

4.18 

- 

WEST SUSSEX 

1.14 

2.45 

2.54 

2.04 

- 

2.43 
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Coroner’s Jurisdiction & 
county district 

Jan- 

June 

2002 

July- 

Dee 

2002 

Jan- 

June 

2003 

Jul- 

Dec 

2003 

Jan- 

June 

2004 

Jul- 

Dec 

2004 

WEST YORKSHIRE 







West Yorkshire Eastern 

1.57 

2.17 

1.90 

1.52 

3.33 

4.64 

West Yorkshire Western 

1.09 

2.67 

2.93 

1.66 

1.56 

2.39 

WILTSHIRE 

- 

0.20 

0.63 

0.21 

1.00 

1.20 

WORCESTERSHIRE 

1.13 

2.04 

0.94 

3.30 

2.68 

1.56 

r WALES 







Bridgend & Glamorgan 

Valleys 

- 

1.51 

2.53 

2.85 

0.90 

2.39 

Cardiff & the Vale of 
Glamorgan 

- 

- 

0.61 

- 

1.70 

0.28 

Carmarthenshire 

4.23 

1.41 

5.17 

2.21 

- 

4.16 

Central North Wales 

- 

- 

- 

- 

0.00 

- 

Ceredigion 

- 

- 

- 

1.64 

0.00 

0.00 

Gwent 

0.46 

1.83 

2.15 

3.59 

1.36 

0.90 

Neath & Port Talbot 

6.45 

5.53 

0.96 

1.92 

5.45 

3.63 

North East Wales 

- 

1.34 

- 

0.00 

0.00 

- 

North West Wales 

1.34 

- 

- 

- 

1.98 

2.64 

Pembrokeshire 

2.20 

4.39 

1.12 

1.12 

2.12 

2.12 

Powys 

- 

- 

0.00 

0.00 

0.94 

- 

Swansea 

- 

- 

- 

- 

- 

- 

NORTHERN IRELAND 







Armagh 

1.94 

- 

- 

1.91 

- 

- 

East Tyrone 

- 

0.00 

0.00 

- 

- 

- 

Fermanagh & Omagh 

- 

- 

- 

- 

- 

- 

Greater Belfast 

0.89 

- 

0.74 

0.59 

- 

- 

Londonderry 

- 

- 

- 

- 

- 

- 

North Antrim 

- 

- 

- 

- 

- 

- 

South Down 

- 

0.00 

0.00 

- 

- 

- 

THE ISLANDS 







GUERNSEY 

- 

0.00 

6.13 

4.09 

- 

6.13 

JERSEY 

2.79 

5.57 

8.33 

5.55 

4.15 

9.69 

ISLE OF MAN 

3.23 

1.62 

4.85 

0.00 

1.62 

1.62 

SCOTLAND 







ARGYLL & CLYDE 







Dumbarton 

- 

4.18 

8.40 

10.51 

1.05 

8.43 

LOTHIAN & BORDERS 







Linlithgow 

- 

- 

0.84 

- 

- 

- 


Please note that (0) refers to either no drug-related deaths or death rates of less than 0.01, 
whilst (-) indicates that no reports were submitted for the specific period from that jurisdiction. 

In subsequent reports these rates may increase as more inquests on deaths in earlier years are 
held and/or notified to the np-SAD. These rates should be regarded as minimum rates. 

(1) The rate per 100,000 population is based on published mid-year population estimates 
for local government administrative areas for the years in question. However, the areas 
covered by 28 of the coroners' jurisdictions in England and Wales, as well as the area 
covered by the Procurators Fiscal region in Dumbarton, are not co-terminus with these 
boundaries and cover parts of such areas (see Appendix 1). Where administrative 
areas are split between jurisdictions, the estimated population has been divided into two 
or three as applicable. However, this means that the population of some coroners' 
jurisdictions may be either over- or under-estimated. It is necessary to make such 
assumptions until more accurate figures can be obtained or calculated. Data for High 
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Peak have been incorporated with those for Scarsdale. Data for Herefordshire are also 
submitted now together with those for Worcestershire. The figures for South Cumbria & 
Furness were higher than they should have been in 2002. These have been corrected. 

(2) These rates are based on the number of inquests reported to the np-SAD during the 
relevant 6-month period. They do not, therefore, reflect the workload of the coroners in 
terms of the number of drug-related death inquests held in these periods. Furthermore, 
details of additional inquests held in these periods may be subsequently notified to the 
np-SAD. 
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Appendix 1: Jurisdictions reporting to np-SAD 


np-SAD 


Administrative 
county/area 

Jurisdiction 

Description 


(The) Queen's Household 

"The Coroner of the Queen's Household 
has exclusive jurisdiction in respect of 
inquests and, semble, inquiries which do 
not lead to inquests, on persons whose 
bodies are lying within the limits of any of 
the Queen's palaces or within the limits of 
any other house where Her Majesty is 
then demurrant and abiding in her own 
royal person, notwithstanding the 
subsequent removal of Her Majesty from 
such palace or house. The limits of the 
palace or house are deemed to extend to 
any courts, gardens or other places within 
the curtilage of the palace or house but 
not further. Where a body is lying dead 
beyond these limits, the coroner of the 
Queen's Household has no jurisdiction." 

ENGLAND 



Avon 

Avon 

The city of Bristol and the districts of 

Bath & North East Somerset, North 

West Somerset & South Gloucestershire 

Bedfordshire 

Bedfordshire & Luton 

The whole county of Bedfordshire and 
the county of Luton 

Berkshire 

Berkshire 

The whole county of Berkshire 

Buckinghamshire 

Buckinghamshire 

The whole county of Buckinghamshire 
(excl. Milton Keynes) 


Milton Keynes 

The whole county of Milton Keynes 

Cambridgeshire 

North & East 
Cambridgeshire 

The districts of Fenland & East 
Cambridgeshire 


Peterborough 

The district of Peterborough 


South & West 
Cambridgeshire 

The City of Cambridge, the districts of 
Huntingdon and South Cambridgeshire 

Cheshire 

Cheshire 

The whole county of Cheshire 

Cornwall 

Cornwall 

The whole county of Cornwall (exc. Isles 
of Scilly) 


Isles of Scilly 

The Isles of Scilly 

Cumbria 

North Eastern Cumbria 

The district of Carlisle. The district of 

Eden, except the Parish of Threlkeld; In 
the district of Allerdale, the parishes of 
Aikton, Allhallows, Allonby, Aspatria, 
Blennerhasset & Torpenhow, Bolton, 
Bowness, Bromfield, Caldbeck, 

Dundraw, Hayton & Mealo, Holme 

Abbey, Holme East Waver, Holme Low, 
Holme St Cuthbert, Ireby, Kirkhampton, 
Kirkbride, Sebergham, Silloth, Thursby, 
Waverton, Westnewton, Westward, 

Wigton & Woodside. Skinburness Marsh, 
common to the Parishes of Holme Abbey, 
Holme Low & Holme St Cuthbert Civil 
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Administrative 

county/area 

Jurisdiction 

Description 


Southern Cumbria & 
Furness 

The districts of South Lakeland and 
Barrow-in-Furness. Lands common to 
the parishes of Lowick & Subberthwaite 
Civil, Aldingham & Urswick Civil (known 
as Birkrigg Common). 


Western Cumbria 

The district of Copeland. The district of 
Allerdale, except the parts in the 

Coroner’s Jurisdiction of North Eastern 
Cumbria. In the district of Eden, the parish 
of Threlkeld 

Derbyshire 

Derby & South 

Derbyshire 

The county of Derby and the districts of 
Erewash & South Derbyshire. The 
district of Amber Valley (except the parts 
in the Coroners’ Jurisdictions of High 

Peak and Scarsdale). In the district of 
West Derbyshire, the parishes of 
Alkmonton, Ashbourne, Atlow, Biggin, 
Boylestone, Bradbourne, Bradley, 
Brailsford, Clifton & Compton, Cubley, 
Doveridge, Edlaston & Wyaston, Fenny 
Bentley, Hognaston, Hollington, Hulland, 
Hulland Ward, Hungry Bentley, Kirk 

Ireton, Kniveton, Lea Hall, Longford, 
Mapleton, Marston Montgomery, 
Mercaston, Norbury & Roston, Offcote & 
Underwood, Osmaston, Rodsley, 

Shirley, Snelston, Somersal Herbert, 
Sudbury, Thorpe, Tissington, Yeaveley 
and Yeldersley 


High Peak 

The district of High Peak. The district of 
West Derbyshire, except the parishes of 
the Coroner’s Jurisdiction of Derby & 
South Derbyshire. In the district of 

Amber Valley, the parishes of Dethick, 

Lea & Holloway 


Scarsdale 

The districts of Bolsover, Chesterfield & 
North East Derbyshire. In the district of 
Amber Valley, the parish of South 
Wingfield and Wards nos 1- 4. 

Devon 

Exeter & Greater Devon 

The districts of East Devon, Exeter, Mid 
Devon, North Devon, Torridge, West 
Devon. That part of the district of 
Teignbridge comprising the parishes of 
Alphington, Ashton, Bovey Tracey, 
Bridford, Christow, Chudleigh, 
Doddiscombsleigh, Dunchideock, 
Dunsford, Exminster, Hennock, 

Holcombe Burnell, Ide, Kenn, Lustleigh, 
Manaton, Moretonhampstead, North 
Bovey, Shillingford St George, Tedburn 

St Mary, Trusham & Whitestone. 


Plymouth & South West 
Devon 

The district of Plymouth. The district of 
South Hams except the parishes in the 
Torbay and South Devon coroner's 
district. 
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Administrative 

county/area 

Jurisdiction 

Description 


Torbay & South Devon 

The district of Torbay. The district of 
Teignbridge except the parishes in the 
Coroner’s Jurisdiction of Exeter and 

Greater Devon. That part of the district of 
South Hams comprising the parishes of 
Ashprington, Berry Pomeroy, Blackawton, 
Cornworthy, Dartington, Dartmouth, Dean 
Prior, Dittisham, Halwell, Harberton, 

Holne, Kingswear, Littlehampton, 

Marldon, Rattery, Slapton, Staverton, 

Stoke Fleming, Stoke Gabriel, Strete, 
Totnes and West Buckfastleigh 

Dorset 

Bournemouth, Poole & 
Eastern Dorset 

The counties of Bournemouth & Poole, 
Christchurch, Purbeck and Wimbourne 


Western Dorset 

The districts of West Dorset, North Dorset 
and Weymouth & Portland 

Durham 

Darlington & South 

Durham 

The county of Darlington and the districts 
of Sedgefield and Teesdale (Wear Valley 
also included] 


North Durham 

The districts of Chester-Le-Street, 
Derwentside, Durham and Easington 

Essex 

Essex & Thurrock (Essex 
No 1) 

The districts of Basildon, Braintree, 
Brentwood, Chelmsford, Colchester, 
Epping Forest, Harlow, Maldon, 

Tendring, Thurrock and Uttlesford 


Southend & South East 
Essex (Essex No 2) 

The districts of Southend, Rochford and 
Castle Point 

East Sussex 

Brighton & Hove 

The county of Brighton & Hove 


East Sussex 

The whole county of East Sussex 

Gloucestershire 

Cheltenham 

The districts of Cheltenham, Cotswold, 
Stroud & Tewkesbury, except the 
parishes in the Coroner’s Jurisdiction of 
Gloucester 


Gloucester 

The districts of Forest of Dean & 
Gloucester. In the district of 

Tewkesbury, the parishes of Ashleworth, 
Brockworth, Chaceley, Churchdown, 

Down Hathersley, Forthampton, 

Hasfield, Highnam, Hucclecote, 

Innsworth, Longford, Maisemore, 
Minsterworth, Norton, Sandhurst, Tirley 
& Twigworth. In the district of Stroud, the 
parishes of Alkington, Alderley, 

Arlingham, Berkeley, Brookthorpe-with 
Whaddon, Cam, Coaley, Dursley, 
Eastington, Elmore, Frampton-on- 
Severn, Fretherne-with-Saul, Frocester, 
Ham & Stone, Hamfallow, Haresfield, 
Harescombe, Hardwicke, Hinton, 
Kingswood, Longney, Moreton Valence, 
North Nibley, Nympsfield, Owlpen, 
Quedgeley, Slimbridge, Standish, 
Stinchcombe, Uley, Upton St Leonards, 
Whitminster & Wotton-under-Edge. In 
the district of Cotswold, the parishes of 
Boxwell-with-Leighterton, Didmarton, 
Kingscote & Ozleworth 
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Administrative 

county/area 

Jurisdiction 

Description 

Greater Manchester 

Manchester 

The district of Manchester 


North Manchester 

The districts of Bury, Rochdale & 

Oldham 


South Manchester 

The districts of Stockport, Tameside 
and Trafford 


West Manchester 

The districts of Wigan, Bolton and 

Salford 

Hampshire 

Central Hampshire 

The districts of Winchester, Test Valley 
and Eastleigh 


North East Hampshire 

The districts of Basingstoke, Hart & 
Rushmoor and that part of the district of 
East Hampshire not contained in the 
Portsmouth & South East Hampshire 
coroner's district 


Portsmouth & South East 
Hants 

The county of Portsmouth and the 
districts of Fareham, Gosport and Havant 
and, in the district of East Hampshire, the 
parishes of Buriton, Clanfield, Colemore 
and Priors Dean, East Meon, Froxfield, 
Hawkley, Horndean, Langrish, Liss, 
Petersfield, Rowlands Castle and Steep 


Southampton & New 

Forest 

The county of Southampton and the 
district of New Forest 

Herefordshire 

Herefordshire 

The whole county of Herefordshire 

Hertfordshire 

Hertfordshire 

The whole county of Hertfordshire 

Humberside 

East Riding & Hull 

The counties of the East Riding of 
Yorkshire and the city of Kingston-upon- 
Hull 

Isle of Wight 

Isle of Wight 

The whole county of the Isle of Wight 

Kent 

Central & South East 

Kent 

The district of Shepway. The borough of 
Ashford. The district of Dover except 
those parishes with the North East Kent 
coroner's district. In the district of 

Swale, the parishes of Boughton under 
Bleab, Doddington, Dunkirk, Eastling, 
Faversham, Graveney & Goodnestone, 
Hernhill, Luddenham, Lynsted, 

Newnham, Norton & Buckland, Oare, 
Ospringe, Selling, Sheldwich 

Badlesmere & Leaveland, Stalisfield, 
Stone, Teynham, Throwley 


Mid Kent & Medway 

The City of Rochester upon Medway, the 
districts of Gillingham and Maidstone. The 
district of Swale, with the exeception of 
Faversham and the parishes in the 
Coroner’s Jurisdiction of East Kent. In the 
district of Tonbridge and Mailing, the 
parishes of Addington, Aylesford, Birling, 
Burham, Ditton, East Mailing & Larkfield, 
King's Hill, Leybourne, Mereworth, 

Offham, Ryarsh, Snodland, Trottiscliffe, 
Wateringbury & East Peckham, 

Wouldham. 
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Administrative 

county/area 

Jurisdiction 

Description 


North East Kent 

The district of Thanet. The City of 
Canterbury. In the district of Dover, the 
parishes of Ash, Aylesham, Deal, 

Eastry, Eythorpe, Goodnestone, Great 
Mongeham, Nonington, Northbourne, 
Preston, Ringwould & Kingsdown, 

Ripple, Sandwich, Sholden, Staple, 
Stourmouth, Sutton by Dover, 
Tilmanstone, Walmer, Wingham, 
Woodnesborough, Worth. 


North West Kent 

The districts of Dartford, Gravesham, 
Sevenoaks and Tunbridge Wells. The 
district of Tonbridge and Mailing except 
the parishes in the Mid-Kent and Medway 
Coroner's district. 

Lancashire 

Blackburn, Hyndburn & 
Ribble Valley 

The districts of Blackburn, Hyndburn & 
Ribble Valley 


Blackpool & the Fylde 

The districts of Blackpool and Fylde 


East Lancashire 

The districts of Burnley, Pendle and 
Rossendale 


Preston & West 

Lancashire 

The districts of Lancaster, Wyre, Chorley, 
Preston, South Ribble and West 

Lancashire 

Leicestershire 

Leicester City & South 
Leicestershire 

The county of Leicester and the districts 
of Blaby, Harborough, Oadby, Wigston 


Rutland & North 
Leicestershire 

The county of Rutland and the districts 
of Charnwood, Hinckley & Bosworth, 
Melton and North West Leicestershire 

Lincolnshire 

Boston & Spalding 

The districts of Boston and South 

Holland 


North Lincolnshire & 
Grimsby 

The counties of North Lincolnshire and 
North East Lincolnshire 


Spilsby & Louth 

The district of East Lindsey, except the 
parishes in the West Lincolnshire 
coroners' district. In the district of West 
Lindsey, the parishes of Bigby, 
Brocklesbury, Cabourne, Caistor, 

Claxby, Grasby, Great Limber, Holton 

Le Moor, Keelby, Kirmond le Mire, 

Legsby Linwood, Market Rasen, Middle 
Rasen, Nettleton, Normanby le Wold, 
North Kelsey, North Willingham, 

Osgodby, Owersby, Riby, Rothwell, 
Searby cum Owmby, Sixhills, Somerby, 
South Kelsey, Stainton le Vale, Swallow, 
Swinhope, Tealby, Thoresway, 

Thorganby and Walesby. 
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Administrative 

county/area 

Jurisdiction 

Description 


Stamford 

In the district of South Kesteven, the 
parishes of Aslackby & Laughton, 

Barholm & Stowe, Baston, Billingborough, 
Bourne, Braceborough & Wilsthorpe, 
Careby Aunby & Holywell, Carlby, Castle 
Bytham, Corby Glen, Counthorpe & 
Creeton, Deeping St James, Dowsby, 
Dunsby, Edenham, Folkingham, 

Greatford, Haconby, Horbling, Irnham, 
Kirkby Underwood, Langtoft, Little 

Bytham, Market Deeping, Morton, Pointon 
& Sempringham, Rippingale, Stamford, 
Swayfield, Swinstead, Tallington, Thurlby, 
Toft with Lound & Manthorpe, Uffington, 
West Deeping and Witham on the Hill 


West Lincolnshire 

The district of Lincoln. The district of 

North Kesteven. The district of South 
Kestevan, except the parishes in the 
Coroner’s Jurisdiction of Stamford.The 
district of West Lindsey, except the 
parishes in the Coroner’s jurisdiction of 
Spilsby & Louth. In the district of East 
Lindsey, the parishes of East & West 
Barkwith, Hatton, Langton by Wragby, 
Panton, West Torrington, Wragby. 

London 

City of London 

City of London 


Eastern London 

The London boroughs of Barking, 
Havering, Newham, Redbridge & 

Waltham Forest 


Inner North London 

The London boroughs of Camden, 
Hackney, Islington & Tower Hamlets 


Inner South London 

The London boroughs of Greenwich, 
Lambeth, Lewisham & Southwark 


Inner West London 

The London boroughs of Wandsworth & 
Merton, the Royal Borough of 

Kensington & Chelsea, and the City of 
Westminster 


Northern London 

The London boroughs of Barnet, Brent, 
Enfield, Haringey & Harrow 


Southern London 

The London boroughs of Bexley, 

Bromley, Croydon and Sutton 


Western London 

The London boroughs of Ealing, 
Hammersmith, Hillingdon, Hounslow and 
Richmond-upon-Thames, and the Royal 
Borough of Kingston-upon-Thames 

Merseyside 

Knowsley, St Helens & 
Sefton 

The districts of Knowsley, St Helens and 
Sefton 


Liverpool 

The district of Liverpool 


Wirral 

The district of Wirral 

Norfolk 

Great Yarmouth 

The borough of Great Yarmouth 


Kings Lynn 

The district of Kings Lynn and West 
Norfolk 


Norwich & Central Norfolk 

The city of Norwich, the districts of 
Broadland, Breckland, North Norfolk, and 
South Norfolk 

Northamptonshire 

Northamptonshire 

The whole county of Northamptonshire 
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Administrative 

county/area 

Jurisdiction 

Description 

Northumberland 

North Northumberland 

The districts of Alnwick and Berwick- 
upon-Tweed and so much of the districts 
of Castle Morpeth and Wansbeck as lies 
north of the line for the time being of the 
centre of the River Wansbeck 


South Northumberland 

The districts of Blyth Valley & Tynedale, 
and so much of the districts of Castle 
Morpeth & Wansbeck as lie south of the 
line for the time being of the centre of the 
River Wansbeck 

North Yorkshire 

North Yorkshire Eastern 

The districts of Hambleton, Ryedale and 
Scarborough 


North Yorkshire Western 

The districts of Richmondshire, Craven, 
Harrogate and Selby 


York 

The county of York. In the district of 
Harrogate, the parishes of Nether and 
Upper Poppleton. In the district of 

Ryedale, the parishes of Clifton 
(without), Earswick, Haxby, Heworth 
(without), Holtby, Huntington, Murton, 

New Earswick, Osbaldwick, Rawcliffe, 
Skelton, Stockton-on-the- Forest, 
Strensall, Towthorpe, Wigginton. In the 
district of Selby, the parishes of 
Dunnington, Elvington, Fulford, 

Heslington, Kexby, Naburn & Deighton, 
Wheldrake. 

Nottinghamshire 

Nottinghamshire 

The whole county of Nottinghamshire 
and the City of Nottingham 

Oxfordshire 

Oxfordshire 

The whole of the county of Oxfordshire 

Shropshire 

Mid & North Shropshire 

The districts of Oswestry, North 

Shropshire, Shrewsbury & Atcham 


South Shropshire 

The districts of South Shropshire and 
Bridgnorth 


The Wrekin 

The whole county of the Wrekin 

Somerset 

Eastern Somerset 

The districts of Mendip and South 
Somerset 


Western Somerset 

The districts of Sedgemoor, Taunton 

Deane and West Somerset 

South Yorkshire 

South Yorkshire East 

The district of Doncaster and Rotherham 


South Yorkshire West 

The districts of Barnsley and Sheffield 

Staffordshire 

South Staffordshire 

The districts of Cannock Chase, East 
Staffordshire, Lichfield, South 

Staffordshire, Stafford and Tamworth. 


Stoke-on-Trent & North 

The county of Stoke-on-Trent, and the 


Staffordshire 

districts of Newcastle-under-Lyme and 
Staffordshire Moorlands 
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Administrative 

county/area 

Jurisdiction 

Description 

Suffolk 

Greater Suffolk 

The districts of Ipswich, Babergh, Forest 
Heath, St Edmundsbury. In the district of 
Suffolk Coastal, the parishes of 
Alderton, Bawdsey, Blaxhall, Boulge, 
Boyton, Bredfield, Brightwell, 

Bromeswell, Bucklesham, Burgh, Butley, 
Campsea Ash, Capel St Andrew, 
Charsfield, Chillesford, Clopton, Culpho, 
Dallinghoo, Dallinghoo Wield, Debach, 
Eyke, Falkenham, Felixstowe, Foxhall, 
Gedgrave, Great Bealings, 

Grundisburgh, Haskeston, Havergate 
Island, Hemley, Hollesley, Iken, 
Kesgrave, Kirton, Levington, Little 
Bealings, Martlesham, Melton, Nacton, 
Newbourne, Orford, Otley, Pettistree, 
Playford, Purdis Farm, Ramsholt, 

Rendlesham, Rushmere St Andrew, 

Shottisham, Stratton Hall, Sudbourne, 
Sutton, Swilland, Trimley St Martin, 
Trimley St Mary, Tuddenham St Martin, 
Tunstall, Ufford, Waldringfield, 

Wantisden, Westerfield, Wickham 

Market, Witnesham & Woodbridge. In 
the district of Mid Suffolk, the parishes of 
Akenham, Ashbocking, Bacton, Badley, 
Badwell Ash, Barham, Barking, 

Battisford, Baylham, Beyton, Botesdale, 
Bramford, Buxhall, Claydon, 

Coddenham, Combs, Cotton, Creeting 
St Mary, Creeting St Peter, Crowfield, 
Drinkstone, Earl Stonham, Elmswell, 
Felsham, Finningham, Flowton, 

Gedding, Gipping, Gosbeck, Great 
Ashfield, Great Blakenham, Great 

Bricett, Great Finborough, Harleston, 
Haughley, Helmingham, Hemingstone, 

Henley, Hesset, Hinderclay, Hunston, 
Langham, Little Blakenham, Little 
Finborough, Needham Market, 

Nettlestead, Norton, Offton, Old Newton, 
Onehouse, Rattlesden, Redgrave, 

Rickinghall Inferior, Rickinghall Superior, 
Ringshall, Selland, Somersham, 

Stowlangtoft, Stowmarket, Stowupland, 
Thurston, Tostock, Walsham-le-Willows, 
Wattisfield, Weesthorpe, Wetherden, 
Whitton, Willisham, Woolpit, 

Wyverstone. 


Lowestoft 

The district of Waveney; that part of the 
district s of Mid Suffolk and Suffolk 

Coastal not contained in the Coroners’ 
Jurisdiction of Greater Suffolk 

Surrey 

Surrey 

The whole county of Surrey 

Teesside 

Hartlepool 

The county of Hartlepool 


Teesside 

The counties of Middlesbrough, Redcar & 
Cleveland and Stockton-on-Tees 
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Administrative 

county/area 

Jurisdiction 

Description 

Tyne & Wear 

Gateshead & South 
Tyneside 

The districts of Gateshead and South 
Tyneside 


Newcastle-upon-Tyne 

The City of Newcastle-upon-Tyne 


North Tyneside 

The district of North Tyneside 


Sunderland 

The district of Sunderland 

Warwickshire 

Warwickshire 

The whole county of Warwickshire 

West Midlands 

Birmingham 

The districts of Birmingham & Solihull 


Black Country 

The districts of Dudley, Sandwell, and 
Walsall 


Coventry 

The district of Coventry 


Wolverhampton 

The district of Wolverhampton 

West Sussex 

West Sussex 

The whole county of West Sussex 

West Yorkshire 

West Yorkshire Eastern 

The metropolitan district of Leeds and 
Wakefield 


West Yorkshire Western 

The metropolitan districts of Bradford, 
Calderdale and Kirklees 

Wiltshire 

Wiltshire & Swindon 

The counties of Wiltshire and Swindon 

Worcestershire 

Worcestershire 

The whole county of Worcestershire 

WALES 




Bridgend & Glamorgan 
Valleys 

The county boroughs of Bridgend, 

Merthyr Tydfil & Rhondda, Cynon & Taff 


Cardiff & the Vale of 
Glamorgan 

The county of Cardiff and the county 
borough of the Vale of Glamorgan 


Carmarthenshire 

The districts of Carmarthen, Llanelli and 
Dinefwr 


Central North Wales 

The county of Denbighshire, the county 
borough of Aberconwy & Colwyn. 


Ceredigion 

The district of Ceredigion 


Gwent 

The county of Monmouthshire, the county 
borough of Blaenau Gwent, Caerphilly, 
Newport and Torfaen 


Neath & Port Talbot 

The districts of Neath & Port Talbot. In 
the borough of Lliw Valley, the 
communties of Cilybebyll, Clydach, 
Cwmllnfell, Gwam-Cae-Gurwen, Mawr, 
Pontardawe & Ystalyfera 


North East Wales 

The boroughs of Flintshire and 

Wrexham. In the district of Glyndwr, the 
communities of Ceiriog Ucha, Chirk, 
Glyntraian, Llangedwyn, Llangollen, 
Llangollen Rural, Llanrhaeadr-ym- 
Mochnant, Llansantffraid Glyn Ceiriog, 
Llansilin & Llantysilio. 


North West Wales 

The counties of Anglesey, 

Caernarfonshire, Merionethshire 


Pembrokeshire 

The district of Preseli and South 
Pembrokeshire (including Caldey Island 
and St Margaret's Island) 


Powys 

The whole county of Powys 


Swansea 

The district of Swansea. In the borough 
of Lliw Valley, the communities of 
Gorseinon, Gowerton, Grovesend, 
Llangyfelach, Llwchwr, Penllergaer, 
Pontarsulais, Pont-Lliw. 
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Administrative 

county/area 

Jurisdiction 

Description 

NORTHERN 

IRELAND 




Armagh 

Armagh, Craigavon 


East Tyrone 

Cookstown, Dungannon, Magherafelt 


Fermanagh & Omagh 

Fermanagh, Omagh 


Greater Belfast 

Antrim, Ards, Belfast, Carrickfergus, 
Castlereagh, Down, Larne, Lisburn, 
Newtonabbey, North Down 


Londonderry 

Limavady, Londonderry, Strabane 


North Antrim 

Ballymena, Ballymoney, Coleraine, 

Moyle 


South Down 

Banbridge, Newry & Mourne 

THE ISLANDS 




Guernsey 

Alderney, Brecqhou, Guernsey, Herm, 
Jethou, Lihou, Little Sark, Sark 


Jersey 

Jersey 


Isle of Man 

Isle of Man 

SCOTLAND 

(Fiscal Areas) 


Argyll & Clyde 

Paisley (HQ) 



Campbelton 



Dumbarton 



Dunoon 



Greenock 



Oban 


Ayrshire 

Kilmarnock (HQ) 



Ayr 


Central 

Stirling (HQ) 



Alloa 



Falkirk 


Dumfies & Galloway 

Dumfries (HQ) 



Kirkcudbright 



Stranraer 


Fife 

Kirkcaldy (HQ) 



Cupar 



Dunfermline 


Glasgow 

Glasgow 


Grampian 

Aberdeen (HQ) 



Banff 



Elgin 



Peterhead 



Stonehaven 


Highlands & Islands 

Inverness (HQ) 



Dingwall 



Fort William 



Kirkwall 



Lerwick 



Lochmaddy 



Portree 



Stornoway 



Tain 



Wick 


Lanarkshire 

Hamilton (HQ) 



Airdrie 



Lanark 
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Administrative 

county/area 

Jurisdiction 

Description 

Lothian & Borders 

Edinburgh (HQ) 



Duns 



Haddington 



Jedburgh 



Linlithgow 



Selkirk 


Tayside 

Dundee (HQ) 



Arbroath 



Forfar 



Perth 



Since the start of 2004, the following amalgamations of coroners' jurisdictions in England have 
occurred: East Berkshire, Reading and West Berkshire to form one for the whole county of 
Berkshire (1 April 2004); East and West Cornwall to form one for the whole county of Cornwall, 
but excluding the Isles of Scilly (1 February 2004); in Cumbria, Furness and Southern Cumbria 
to form South Cumbria & Furness (1 April 2004); Hertford and West & North Hertfordshire to 
form one for the whole county of Hertfordshire (1 October 2004); in Lincolnshire, Louth and 
Spilsby to form Spilsby & Louth (1 December 2003); in the West Midlands, Dudley, Sandwell, 
and Walsall to form Black Country (1 August 2004). 

The retirement of several coroners has resulted in some coroners taking on responsibility for 
additional jurisdictions. The Isles of Scilly (regarded as part of Cornwall) are currently being 
looked after by the coroner for Plymouth & South West Devon. In Derbyshire, data for High 
Peak has been submitted with data for Scarsdale. The two jurisdictions in Durham are now 
being looked after by the same coroner, but have not been formally amalgamated. The coroner 
for Greater Suffolk is also coroner for Southend & South East Essex, and took on responsibility 
for the Lowestoft jurisdiction from 1 August 2005. 

In Northern Ireland, a process of amalgamation has started so that by 1 April 2006 there will be 
a single coroner’s area covering the whole of the Province. It will be centred on the Greater 
Belfast office and served by three full-time coroners, overseen by a High Court judge. The 
Greater Belfast coroner’s area absorbed the jurisdiction of South Down on 1 June 2005 and that 
of Armagh on 1 July 2005. 
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Appendix 2: np-SAD data collection form 


The National Programme on Substance Abuse Deaths (np-SAD) 


| NOTIFICATION OF DRUG-RELATED DEATHS 


Section 1 Demographic information 


Deceased forename(s): 

Family name: 

Gender: Male 

Other names known bv: 

Female 

Date of birth: / 

/ Place of birth: 



Usual address:_ 

_Postcode: _ 

Ethnicity (tick one only) 

White Pakistani Black African Other, specify. 

Chinese Bangladeshi Black Caribbean Not known 

Indian Black other, specify_ 

Occupational status (tick one only) 

Employed (manual) Unemployed Retired 

Employed (non-manual) Childcare/houseperson Student/pupil 

Self employed Invalidity/sickness Other, specify. 

Not known 

Living arrangements (tick one only) 

Alone Self and children No fixed abode 

With partner With parent(s) Other, specify_ 

With partner & children With friend(s) Not known 


Section II Details of death 

Date of death:_/_/_ 

Place of death: (tick one only) 

Home Residential premises (.e. hotel) 

Place of work Street or highway 

Treatment centre Educational establishment 

Other place, specify_ 

Cause(s) of death (as given on the death certificate) 

1(a)_ 

(b) _ 

(c) _ 

2_ 


In custody 

Place of recreation/sport 
Hospital 
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np-SAD 


Toxicology 

Please list drugs and alcohol present at post mortem (in order of importance, if known) 



Drug/alcohol 


Level 


Drug/alcohol 


Leve 




B 

T 

U 



B 

T 

U 

1 





4 





2 





5 





3 





6 






B = Blood; T = Tissues; U = Urine 


Section III Coroner’s verdict 


Section IV Background information _ 

Recent history of drug use and other relevant information: e.g. evidence of injecting drug 
use; evidence of ‘crack’ use; recently released from prison or discharged from treatment 
programme; psychiatric history; known to alcohol/drug services; length of use; poly-substance 
user; known health problems associated with substance misuse; last 24 hours of life (if 
known), time police summoned, any drugs paraphernalia, etc.: 


Was the deceased on prescribed psychoactive medication? 

If yes, please list drugs: 


1 

3 

5 


2 

4 

6 


Yes 


No 


Not known 


Was the deceased a drug addict or known drug abuser? Yes No Not known 


Section V Coroner’s details 

Date inquest completed: / / 

_ Office:_ 

Signature:_ Date:_/_ / 

Please send completed form to: 

National Programme on Substance Abuse Deaths (np-SAD) 
International Centre for Drug Policy 
St George’s, University of London 
FREEPOST LON 10141, 

London SW17 OBR 

For general enquiries: Tel 020 8725 2623 or Fax 020 8266 6494 


Coroner’s name: 
Jurisdiction: 
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Appendix 3: Feedback form 

Please copy this sheet and return to: 

np-SAD, International Centre for Drug Policy, St. George’s, University of London, Cranmer 
Terrace, London, SW17 ORE. 


FEEDBACK FORM 

1. Please tick the appropriate box on the following features of this report: 

Very useful Useful Not useful 

Demography _ _ _ 

Drug-related death rates _ _ _ 

Location of death _ _ _ 

Underlying causes _ _ _ 

Substances implicated _ _ _ 

in death 

Prescribed psychoactive _ _ _ 

medication 

Associated risks _ _ _ 

Drug abuse vs. non-drug abuse _ _ _ 

2. What other aspects relating to Substance Abuse Deaths would you like to see 
reported in future monographs? 

a. 

b. 

c. 

3. Please make any further comments on improving the content or layout of the report: 

4. What type of organization do you represent (please tick) 

Coroner/Procurator Fiscal Office □ Drug (and Alcohol) Action Team □ 

Drug/alcohol treatment service □ Other (specify) 

5. Would you like to receive future monographs in the series? YESD NOD 

Name: 

Position 

Address: 

Postcode: Tel: Fax: 

E-mail: 


86 


International Centre for Drug Policy 




































































































References 


np-SAD 


ADATS. (2005). Drug-Related Deaths sub-group: Final Report. Edinburgh: Association of Drug 
Action Teams in Scotland. January 2005. Available at: 
http://www.druqmisuse.isdscotland.org/dat/datassoc/pdfs/drd final05.pdf 

Buckley, N.A. and McManus, P.R. (2004). ‘Changes in fatalities due to overdose of anxiolytic 
and sedative drugs in the UK (1983-1999)’. Drug Saf, 27(2): 135-41. 

Byrne, R. (2001). Opiate-related deaths investigated by the Dublin City and County Coroners 
1998 to 2000. Dublin: University of Dublin, Addiction Research Centre. 

Copeland, L., Budd, J., Robertson, J.R. and Elton, R.A. (2004). ‘Changing patterns in causes of 
death in a cohort of injecting drug users, 1980-200T. Arch Intern Med, Jun 14, 164(11): 1214- 
20 . 

Corkery, J.M., Schifano, F., Ghodse, A.H. and Oyefeso, A. (2004). 'The effects of methadone and 
its role in fatalities', Human Psychopharmacology Clinical and Experimental, December, 19(8): 
565-576. 

Darke, S., Kaye, S. and Duflou, J. (2005). ‘Cocaine-related fatalities in New South Wales, 
Australia 1993-2002’. Drug and Alcohol Dependence, February, 77(2): 107-14. 

Degenhardt, L., Day, C., Conroy, E., Gilmour, S. and Hall, W. (2005a). ‘Age differentials in the 
impacts of reduced heroin: effects of a "heroin shortage" in NSW, Australia’. Drug Alcohol 
Dependence, May 28; [Epub ahead of print] 

Degenhardt, L., Roxburgh, A. and Barker, B. (2005b). ‘Underlying causes of cocaine, 
amphetamine and opioid related deaths in Australia’. Journal of Clinical and Forensic Medicine, 
August, 12(4):187-95. 


Department of Health. (2003). Guidance to Drug Action Teams on Developing Local 
Confidential Inquiries into Drug Related Deaths. London: Department of Health. 

Dolan, K.A., Shearer, J., White, B., Zhou, J., Kaldor, J, and Wodak, A.D. (2005). ‘Four-year 
follow-up of imprisoned male heroin users and methadone treatment: mortality, re-incarceration 
and hepatitis C infection’. Addiction, June, 100(6): 820-8. 

Flanagan, R.J., Connally, G. and Evans, J.M. (2005). ‘Analytical toxicology: guidelines for 
sample collection postmortem’. Toxicology Reviews, 24(1): 63-71. 

Flanagan, R.J. and Connally, G. (2005). ‘Interpretation of analytical toxicology results in life and 
at postmortem’. Toxicology Reviews, 24(1): 51-62. 

Ghodse, H., Oyefeso, A., Hunt, M., Lind, J., Pollard, M., Mehta, R. and Corkery, J. (2000). Drug- 
related Deaths as reported by Coroners in England & Wales: Annual Review 1999 and NP-SAD 
Surveillance Report No 5. Centre for Addiction Studies, St George's Hospital Medical School, 
September 2000. 

Ghodse, H., Oyefeso, A., Webb, L., Pollard, M. and Corkery, J. (2001). Drug-related Deaths as 
reported by Coroners in England & Wales: Annual Review 2000 and NP-SAD Surveillance Report 
No 7. Centre for Addiction Studies, St George's Hospital Medical School. October 2001 

Ghodse, H., Oyefeso, A., Webb, L., Schifano, F., Pollard, M., Jambert-Gray, R., and Corkery, J. 
(with participating coroners in England and Wales. (2002). Drug-related Deaths as reported by 
Coroners in England and Wales Annual Review 2001 and np-SAD Surveillance Report No. 9 


87 


International Centre for Drug Policy 




np-SAD 


(including Drug-related Deaths in Scotland 2001 - G.W.L. Jackson). London: Centre for 
Addiction Studies, St George’s Hospital Medical School. October 2002. 

Ghodse, H., Schifano, F., Oyefeso, A., Jambert-Gray, R., Cobain, K., and Corkery, J. (2003). 
Drug-related Deaths as reported by participating Procurators Fiscal and Coroners in England, 
Wales, Northern Ireland, Scotland, Isle of Man, Guernsey, Jersey: Annual Review 2002 and np- 
SAD Surveillance Report No. 11 (including Drug-related Deaths in Scotland 2002 - G.W.L. 
Jackson). London: European Centre for Addiction Studies, St George’s Hospital Medical School. 
October 2003. 

Ghodse, H., Schifano, F., Oyefeso, A., Bannister, D., Cobain, K. and Corkery, J. (2004). Drug- 
related deaths as reported by procurators fiscal and coroners in England, Wales, Northern 
Ireland, Scotland, Isle of Man, Guernsey and Jersey - January -December 2003. Np-SAD 5th 
Annual Report and Surveillance Report No. 13. London: International Centre for Drug Policy, St 
George's Hospital Medical School. October 2004. 

Griffiths, C. (2005). 'Deaths related to drug poisoning: England and Wales, 1999-2003'. Health 
Statistics Quarterly February 25: 52-9. Available at: 
http://www.statistics.qov.uk/downloads/theme health/HSQ25.pdf 

GROS. (2005/ Drug-related deaths in Scotland in 2004. Edinburgh: General Register Office 
(Scotland). Available at: http://www.qro-scotland.qov.uk/statistics/library/druq-related- 

deaths/04druq-related-deaths.html 


Hawton, K., Simkin, S., Deeks, J., Johnston, A., Waters, K., Arundel, M., Bernal, W., Gunson, B., 
Hudson, M., Suri, D. and Simpson, K. (2004). ‘UK legislation on analgesic packs: before and 
after study of long term effect on poisonings’, BMJ, Nov 6, 329(7474): 1076; ‘Erratum’ in Nov 13, 
329(7475): 1159. 

Inglis, J.H. (2004). ‘Restricting sales of paracetamol tablets: effect on deaths and emergency 
admissions for poisoning in Scotland 1991-2002’, Scott Med J, Nov, 49(4): 142-3. 

Johnson, H., Brock, A., Griffiths, C. and Rooney, C. (2005). ‘Mortality from suicide and drug- 
related poisoning by day of the week in England and Wales, 1993-2002’. Health Statistics 
Quarterly, 27, August 25, 13-6. 

Long, J., Lynn, E. and Keating, J. (2005). Drug-related deaths in Ireland, 1990-2002. Overview 
1. Dublin: Health research Board. 

Maxwell, J.C., Pullum, T.W. and Tannert, K. (2005). ‘Deaths of clients in methadone treatment in 
Texas: 1994-2002’. Drug and Alcohol Dependence, April 4, 78(1): 73-81. 

Morgan, O., Griffiths, C., Baker, A. and Majeed, A. (2005). ‘Geographical variations in fatal 
poisoning due to antidepressant drugs in England and Wales, 1993-2003.’ Health Statistics 
Quarterly August 27: 6-12. Available at: 
http://www.statistics.qov.uk/downloads/theme health/HSQ27.pdf 

Nicoll, K.S., McGee, M.A. and Callender, J.S. (2004). ‘Death by suicide in Grampian 1991-1999: 
comparison with a previous study’. Scott Med J, May, 49(2): 44-7. 

Passarino, G., Ciccone, G., Siragusa, R., Tappero, P. and Mollo, F. (2005). ‘Histopathological 
findings in 851 autopsies of drug addicts, with toxicologic and virologic correlations’. American 
Journal of Forensic Medical Pathology, June, 26(2): 106-16. 

Pelet, A., Doll, S., Huissoud, T., Resplendino, J., Besson, J. and Favrat, B. (2005). ‘Methadone 
maintenance treatment in the Swiss Canton of Vaud: demographic and clinical data on 1,782 
ambulatory patients’. European Addiction Research, 11(2): 99-106. 


88 


International Centre for Drug Policy 







np-SAD 


Rehm, J., Frick, U., Hartwig, C., Gutzwiller, F., Gschwend, P. and Uchtenhagen, A. (2005). 
‘Mortality in heroin-assisted treatment in Switzerland 1994-2000’. Drug and Alcohol 
Dependence, August 1,79(2): 137-143. 

SACDM. (2005). Working Group on Drug Related Deaths: Report and Recommendations. 
Scottish Advisory Committee on Drug Misuse. Edinburgh: Scottish Executive. 

SAMHSA. (2005). Drug Abuse Warning Network 2003. Area Profiles of Drug-Related Mortality. 
DAWN Series D-27, DHHS Publication No. (SMA). 05-4023., Substance Abuse and Mental 
Health Services Administration, Office of Applied Studies: Rockville, MD. Available at: 
http://www.dawninfo.samhsa.gov/files/ME report 2003 TOC.pdf 

Schifano, F., Corkery, J., Gilvarry, E., Deluca, P., Oyefeso, A. and Ghodse, A.H. (2005). 
‘Buprenorphine mortality, seizures and prescription data in the UK, 1980-2002’. Human 
Psychopharmacology, Clinical and Experimental, July, 20(5): 343-8. 

Schifano, F., Oyefeso, A., Corkery, J., Cobain, K., Jambert-Gray, R., Martinotti, G. and Ghodse, 
A.H. (2003). 'Death rates from ecstasy (MDMA, MDA) and polydrug use in England and Wales 
1996-2002'. Human Psychopharmacology, October 2003, 18(7): 519-524. 

Sorensen, H.J., Jepsen, P.W., Haastrup, S. and Juel, K. (2005). ‘Drug-use pattern, comorbid 
psychosis and mortality in people with a history of opioid addiction’. Acta Psychiatrica 
Scandinavica, March, 111(3): 244-9. 

Suominen, K., Isometsa, E., Haukka, J. and Lonnqvist, J. (2004). ‘Substance use and male 
gender as risk factors for deaths and suicide-a 5-year follow-up study after deliberate self- 
harm’. Social Psychiatry and Psychiatric Epidemiology, September, 39(9): 720-4. 

Taylor, A., Hutchinson, S., Lingappa, J., Wadd, S., Ahmed, S., Gruer, L., Taylor, T.H. Jr., Roy, 
K., Gilchrist, G., McGuigan, C., Penrice, G. and Goldberg, D. (2005). ‘Severe illness and death 
among injecting drug users in Scotland: a case-control study’. Epidemiol Infect, Apr, 133(2): 193- 
204. 

Welsh Assembly Government. (2005). Guidance on Developing Local Confidential Reviews into 
Drug Related Deaths in Wales. Cardiff. 

Woods, J., Wallington, J., Staikos, V., Gerostamoulos, J. and Drummer, O. (2005). Heroin 
Deaths in Victoria 2004. Report No 8: March 2005. Victoria: Victorian Institute of Forensic 
Medicine & Department of Forensic Medicine - Monash University. 

World Health Organisation. (1992). The ICD-10 Classification of Mental and Behavioural 
Disorders. Clinical descriptions and diagnostic guidelines. Geneva: WHO. 

Zador, D., Kidd, B., Hutchinson, S., Taylor, A., Hickman, M., Fahey, T., Rome, A. and 
Baldacchino, A. (2005). National Investigation into Drug Related Deaths in Scotland, 2003. 
Edinburgh: Scottish Executive Social Research, Substance Misuse Research Programme. A 
summary is available at: http://www.druqmisuse.isdscotland.org/smrt/smrt.htm 

Zhang, L., Ruan, Y.H., Jiang Z.Q., Yang, Z.N., Liu, S.Z., Zhou, F„ He, Y.X., Yin, L„ Qin, G.M. 
and Shao, Y.M. (2005). [‘An 1-year prospective cohort study on mortality of injecting drug 
users’], Zhonghua Liu Xing Bing Xue Za Zhi, March, 26(3): 190-3. 


89 


International Centre for Drug Policy 





Copies available from 

National Programme on Substance Abuse Deaths (np-SAD) 
International Centre for Drug Policy (ICDP) 

St George’s, University of London 
Cranmer Terrace 
London 
SW17 0RE 

Tel: +44 (0)20 8725 2623 
Fax: +44 (0)20 8266 6494 

E-mail: npSAD(S>squl.ac.uk 


Price - £ 12.50 (including packaging and postage) 
Issued in September 2005 


Commissioned by the Department of Health 


DH I Department 
7 of Health 



